NOTES  ON  MIDWIFERY 


REYNOLDS 


apical  ©ootwwllwi 

DEALER  IN  OSTEOLOGY 

82-High  Holborn, 

. l°NDON^^: 


K^v\ 


II 


22102175221 


Med 

K45064 


. 

, 


NOTES 


ON 


MIDWIFERY 


NOTES 


ON 

MIDWIFERY 


SPECIALLY  DESIGNED  TO  ASSIST  THE  STUDENT  IN  PREPARING 
FOR  EXAMINATION ' 


BY 

J.  J.  REYNOLDS,  M.R.C.S.  Eng. 

AUTHOR  OF  WNOTE8  ON  DISEASES  OF  WOMEN.” 


LONDON 
J.  & A.  CHURCHILL 
NEW  BURLINGTON  STREET 
1881 


■Sl&bu  ^ 


WELLCOME  INSTITUTE 
LIBRARY 

Coll. 

welMOmec 

Call 

No. 

VjQ, 

PREFACE 


These  “Notes,”  which  are  now  being  issued  in 
the  ‘ Students’  Journal,’  are  chiefly  compiled  from 
the  works  of  Drs  Playfair,  Leishman,  and  Braxton 
Hicks. 

The  “Notes,”  like  my  ‘Notes  on  Diseases  of 
Women,’  are  designed  to  assist  the  advanced  student 
in  preparing  for  examination ; and  it  is  hoped  that 
they  may  aid  him  at  that  critical  period  in  three 
ways,  viz.  (1st)  in  methodising  his  knowledge  J 
(2ndly)  in  refreshing  his  memory  on  some  easily- 
forgotten  points  ; and  (3rdly)  in  economising  time. 


Appledore,  N.  Devon  ; 
July , 1881. 


Digitized  by  the  Internet  Archive 
in  2016 


https://archive.org/details/b28088761 


CONTENTS 


CHAPTER  I 


OBSTETRIC  ANATOMY 


PAGE 

The  Female  Pelvis — Its  Internal  and  External  Measure- 
ments— The  Foetus  — Its  Appearance  at  Different 
Stages  of  Development  — Measurements  of  Foetal 
Head — The  Sutures  and  Fontanelles  . . .1 


CHAPTER  II 

THE  SIGNS  OF  PREGNANCY — SIGNS  OF  DEATH  OF 
THE  FCETUS  IN  UTERO 

Signs  Indirect — Signs  Direct — Tabular  Resume  of  the 
Signs  of  Pregnancy  (Leishman) — Signs  of  Death  of 
the  Foetus  in  utero  . . . . .7 


CHAPTER  III 

PREMATURE  EXPULSION  OF  THE  OVUM 

Duration  of  Pregnancy — Abortion — Premature  Labour — 
Causation — Symptoms  — Treatment  for  Arresting  a 
Threatened  Abortion — Treatment  when  Abortion  is 
Inevitable — After  Treatment  of  Abortion — Induction 
of  Premature  Labour — Conditions  which  may  De- 
mand the  Operation — The  Different  Methods  of  Per- 
forming the  Operation . . . . .17 


Till 


CONTENTS 


CHAPTER  IV 

PHENOMENA  OP  LABOUR— SIGNS  OF  RECENT 
DELIVERY 

PAGE 

Forces  by  which  Delivery  is  Effected — The  Stages  of 
Labour — Mode  in  which  the  Cervix  is  Dilated — Mode 
in  which  the  Placenta  is  Expelled — Duration  of 
Labour — How  Haemorrhage  is  Prevented — Signs  of 
Recent  Delivery  . . . . .24 


CHAPTER  V 

TEDIOUS  LABOUR,  OBSTRUCTED  LABOUR, 
PRECIPITATE  LABOUR 

Effects  of  Tedious  Labour  on  the  Mother  and  Child — 
Symptoms  of — State  of  the  Uterus  in  Tedious  Labour 
— Tedious  Labour  from  Uterine  Inertia — Causes  of 
Uterine  Inertia — Treatment  of — Tedious  Labour  from 
Abnormal  States  of  the  Maternal  Passage — Their 
Causes  and  Treatment — Tedious  Labour  from  Condi- 
tions Referable  to  the  Foetus,  Foetal  Diseases,  &c. — 
Hydrocephalous — Diagnosis  of — Management  of  such 
Cases — Precipitate  Labour — Causes  of — Treatment — 

Its  Dangers  . . . . . .28 


CONTENTS 


IX 


CHAPTER  VI 


PRESENTATIONS  OE  THE  CEPHALIC  EXTREMITY  OF 
THE  FCETTJS 


PAGE 

Vertex  Presentations — Their  Different  Positions — Division 
of  Mechanical  Movements  into  Stages — Flexion — 
First  Movement  of  Descent — Levelling  and  Adjusting 
— Rotation — Second  Movement  of  Descent  and  Ex- 
tension-External Rotation — The  Second  Position  : 
the  Converse  of  the  First — Third  Position : usually 
Rotates  into  Second  or  may  Terminate  with  Face  to 
Pubes — Fourth  Position— Frequency  of  Vertex  Pre- 
sentations  — Face  Presentations  — Their  Different 
Positions  — Mento-Posterior  and  Mento- Anterior — 
Mechanism  of  Delivery  in  Different  Positions — 
Management  of  Face  Presentations  when  the  Chin 
does  not  Rotate  Forwards — Relative  Frequency  of 
these  Presentations — Tabular  Comparison  of  the 
Cephalic  Presentations  of  the  Foetus  . . .39 


CHAPTER  VII 


PELVIC  PRESENTATIONS 

Division  into  Breech,  Footling,  and  Knee  Presentation — 
Frequency  of  these  Presentations — Causation — Prog- 
nosis— Foetal  Dangers — Diagnosis  of  Breech — Of 
Foot — Of  Knee,  &c. — The  Four  Positions — Mecha- 
nism of  Delivery — Treatment — Early  Interference  to 
be  Avoided — Management  of  Arms  when  Extended — 
Birth  of  Head  . . . . . .51 


X 


CONTENTS 


CHAPTER  VIII 

Transverse  Presentations — Complicated  Pre- 
sentations— ENNIS  PRESENTATIONS 

PAGE 

Transverse  Presentations—  General  Remarks  on — Causes 
of — Division  into  Dorso-Anterior  and  Dorso-Pos- 
terior — Diagnosis  of — Frequency — Modes  of  Distin- 
guishing Position  of  Child — Probable  Course  of  an 
Unaided  Case — The  Two  Possible  Modes  of  Delivery 
by  the  Natural  Powers — Spontaneous  Evolution — 
Spontaneous  Version — Management  of  Transverse 
Presentations — Compound  or  Complicated  Presenta- 
tions— Management  — Eunis  Presentations  — Fre- 
quency— Causes  of — Prognosis — Treatment  . . 59 

CHAPTER  IX 

INVERSION  OF  THE  UTERUS 

Varieties  of  Inversion — Causes  of — Symptoms  and  Diag- 
nosis— Tabulated  Forms  showing  the  Differences 
between  Inversion  and  Fibroid  Polypus  of  the  Uterus 
— Treatment  . . . . . .67 


CHAPTER  X 

RUPTURE  OF  THE  UTERUS 

Rupture  during  Labour — Site,  Extent,  and  Direction  of 
the  Laceration — Causes  of — Symptoms — Prognosis — 
Treatment  during  Labour — Treatment  during  Preg- 
nancy . . . . . . .73 


CONTENTS 


XI 


CHAPTER  XI 

HEMORRHAGE  BEFORE  DELIVERY 

PAGE 

Unavoidable  Haemorrhage  or  Placenta  Prsevia — Central 
and  Lateral — Supposed  Causes  of — Symptoms — Prog- 
nosis— Treatment  : 

Accidental  Haemorrhage — Source  of  the  Blood — Causation 

— Symptoms  and  Diagnosis — Prognosis — Treatment  . 77 

CHAPTER  XII 

HEMORRHAGE  AFTER  DELIVERY  OR  POST-PARTUM 
HEMORRHAGE  • 

Causation  — Causes  of  Retention  of  the  Placenta  — 
Secondary  Post-partum  Haemorrhage  — Causes  of — 
Symptoms  and  Signs — Treatment,  Preventive  and 
Curative  . . . . . .83 


CHAPTER  XIII 

DEFORMITIES  OF  THE  PELVIS 

Rickets  and  Osteo-malacia  as  Causes — Classification  of 
Deformities — The  Disadvantages  of  the  Pelvis  Equa- 
libeter  Justo  Major — Chief  Characteristics  of  the 
Puerile  Pelvis — Of  the  Masculine  Pelvis — Of  the 
Ricketty  Pelvis— Of  the  Osteo-malacia  Pelvis — 
Remarks  on  the  Obliquely  Contracted  Pelvis  of 
Naegele — On  the  Obliquely  Ovate  Pelvis — On  the 
Kyphotic  Deformity  — On  Robert’s  Pelvis  — On 
Spondylolithesis — Prognosis  to  Mother  and  Child — 

The  Maternal  Dangers — The  Dangers  to  the  Child  — 
Treatment — Scanzoni’s  Table  showing  at  what  period 
Labour  should  be  induced  . . . .88 


Xll 


CONTENTS 


CHAPTER  XIV 

THE  OBSTETRIC  OPERATIONS 

PACE 

The  Forceps  Operation — The  Short  Forceps — The  Long 
Forceps — Suitable  for  all  Cases — Circumstances  in 
which  the  Forceps  are  required — Description  of  the 
Low  Forceps  Operation — Of  the  High  Forceps  Opera- 
tion— Action  of  the  Forceps  : 

The  Operation  of  Turning — History — Various  Methods  of 
Turning — Cephalic  Version — Cases  suitable  for  this 
Method — Method  of  Performing  Cephalic  Version  by 
Combined  External  and  Internal  Manipulation  — 
Podalic  Version  — Method  of  Performing  Podalic 
Version  by  the  Bi-manual  or  Bi-polar  Method — Podalic 
Version  by  the  Introduction  of  the  Hand  into  the 
Uterus  — Description  of  Operation  — Conditions  re- 
quiring Turning  — The  Dangers  and  Difficulties  of 
Version — The  Three  Great  Rules  to  be  Observed  in 
the  ordinary  Operation  of  Turning — Craniotomy  and 
Cephalotripsy — Conditions  which  may  require  these 
Operations — The  Crotchet — The  Craniotomy  Forceps 
— The  Cephalotribe — Craniotomy  v.  Cephalotripsy — 
Decapitation — Where  required — How  to  Perform  the 
Operation — Evisceration — When  required,  &c.  . 95 


CONTENTS 


Xlll 


CHAPTER  XV 

THE  PUERPERAL  DISEASES— ’CHLOROFORM  DURING 
LABOUR 

PAGE 

Puerperal  Fever  and  Puerperal  Septicaemia — Five  Classes 
of  this  Disease — Pathology — Symptoms — Prognosis 
— Treatment — Puerperal  Insanity — Four  Varieties — 

The  Insanity  of  Pregnancy — The  Mania  of  Parturi- 
tion— Time  of  Occurrence — True  Puerperal  Insanity 
— Two  Forms — Time  of  their  Occurrence — Causes  of 
— The  Insanity  of  Lactation  — Symptoms  of  True 
Puerperal  Insanity — Treatment — Puerperal  Eclampsia 
— Etiology  of — Symptoms  — Prognosis  — Causes  of 
Death  — Treatment  — Phlegmasia  Dolens — Causes ; 
after  Labour  and  as  a Sequel  of  Disease — Pathology — 
Symptoms — Prognosis — Treatment — Pelvic  Inflamma- 
tions— Pelvic  Peritonitis  and  Pelvic  Cellutitis — Pelvic 
Peritonitis — Pathology  of — Symptoms  — Prognosis — 
Treatment — Pelvic  Cellulitis — Causes  of — Pathology, 

&c. — Symptoms — Prognosis — Treatment — Chloroform 
during  Parturition — Effects  on  the  Mother — Effects 
on  the  Child — Effects  on  the  Uterus,  Passages,  and 
Outlet  .....  . 114 


LIST  OF  ILLUSTRATIONS 


FIG.  PAGE 

1.  — Anterior  and  Posterior  Fontanelles  . . 6 

2.  — First  Cranial  Position  . . . .40 

3.  — Extension  and  Emergence  of  the  Head  . . 42 

4.  — Second  Position  in  Face  Presentations  . . 45 

5.  — Potation  Forwards  of  the  Chin  . . .47 

6.  — Passage  of  the  Head  through  the  external  parts 

in  Face  Presentations  . . . .48 

7.  — Pelvic  Presentation  in  the  First  Dorso-Anterior 

Position  . . . . .54 

8.  — Descent  of  the  Head  . . . .55 

9. - — Manual  Extraction  of  the  Head  . . .58 

10.  — Commencement  of  Spontaneous  Evolution  . 63 

11.  — Further  Progress  of  ditto  . . . .64 

12.  — Commencing  Inversion  of  the  Uterus,  from  a pre- 

paration in  the  Guy's  Hospital  Museum  . 68 

13.  — Ricketty  Pelvis  . ' . . . . 90 

14.  — Malacosteon  Pelvis  . . . .91 

15.  — Podalic  Version — Introduction  of  the  Hand  . 106 

16.  — Podalic  Version— Drawing  down  the  Feet  . 108 


NOTES  ON  MIDWIFERY 


CHAPTER  I 


OBSTETRIC  ANATOMY 

The  Female  Pelvis. — Its  internal  dimensions,  on  an 
average,  are  as  follows  : 


Brim 

Cavity 

Outlet 


Conjugate. 

Oblique. 

Transverse. 

4i  in. 

. 5 in. 

H in. 

Wo  » 

• 5 „ 

4f  „ 

5 „ 

— 

. 4 „ 

The  conjugate  at  the  brim  extends  from  the  centre 
of  the  promontory  of  the  sacrum  to  the  upper  part 
of  the  posterior  surface  of  the  symphysis  pubis ; in 
the  cavity,  from  the  upper  part  of  the  third  sacral 
vertebra  to  the  centre  of  the  symphysis  pubis ; and 
at  the  outlet,  from  the  tip  of  the  coccyx  to  the  lower 
part  of  the  symphysis  pubis.  The  oblique  at  the  brim 
extends  from,  the  sacro-iliac  synchondrosis  on  either 
side  to  a point  near  the  ilio-pectineal  eminence  on  the 
other  side ; in  the  cavity  similar  measurements  at 
the  same  level  as  the  conjugate  j while  at  the  outlet 
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no  oblique  diameter  is  usually  described.  The  trans- 
verse at  the  brim  is  taken  from  a point  midway  be- 
tween tbe  sacro-iliac  joint  and  the  ilio-pectineal 
eminence ; in  the  cavity  from  a point  corresponding 
to  the  lower  margin  of  the  acetabulum  on  one  side 
to  the  corresponding  point  on  the  other  ; and  at  the 
outlet  from  one  tuber  ischii  to  the  other. 

It  will  be  seen  from  the  above  measurements  that 
the  conjugate  diameter  is  longest  at  the  outlet,  the 
oblique  in  the  cavity,  and  the  transverse  at  the 
brim. 

These  facts  are  important,  because  the  foetal  head, 
in  its  descent  through  the  pelvis  in  normal  labour, 
alters  its  position  in  such  a way  as  to  adapt  itself  to 
the  longest  diameter. 

The  external  pelvic  measurements  described  are— 

1.  Conjugate ; between  the  spinous  process  of  the 
last  lumbar  vertebra  and  the  upper  part  of  the 
symphysis  pubis,  7-8  inches. 

2.  Transverse;  between  the  antero- superior  iliac 
spines,  10-12  inches. 

3.  Vertical ; from  the  base  of  the  sacrum  to  the 
top  of  the  coccyx,  5-6  inches. 

4.  Oblique ; from  tuber  ischii  of  one  side  to  post, 
sup.  spinous  process,  7f  inches. 

5.  Between  the  central  points  of  the  crest  of  the 
ilium,  10|-  inches. 

The  Foetus. — The  following  are  its  appearances  at 
different  stages  of  development : 
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At  1st  month. — A minute,  gelatinous,  and  semi- 
transparent mass,  without  hands  or  any  definite 
structure. 

At  2nd  month. — Embryo  curved  on  itself.  It  mea- 
sures about  7 lines  in  length,  and  weighs  about  a 
drachm. 

Head,  eyes,  and  extremities  can  be  seen,  and  the 
spine  is  divided  into  separate  vertebrae. 

At  3rd  month. — Embryo  now  measures  about  3 
inches  in  length,  and  weighs  about  200  grains.  The 
first  traces  of  the  fingers  can  be  seen,  and  the  um- 
bilical vesicle  and  allantois  have  disappeared. 

At  Ath  month. — Length,  about  6 inches;  weight, 
about  5 oz. 

The  sexual  organs  are  differentiated,  and  the  corn- 
volution^  of  the  brain  are  beginning  to  be  developed. 

At  5th  month. — Length,  about  9 inches ; weight, 
about  10  oz. 


Hair  on  head,  and  nails  beginning  to  form. 

At  6th  month. — Length,  about  10  inches ; weight, 


from  1 to  2 lbs. 

JEyelids  agglutinated,  and  pupils  closed  by  mem- 
brane papillares. 

At  7th  month.— Length,  13  or  14  inches ; weight, 
3 to  4 lbs. 

f Eyelids  not  adherent;  membranse  papillares  dis- 
appearing ; skin  covered  with  unctuous,  sebaceous 
' matter — the  vernix  caseosa — ; testicles  not  apparent 
in  the  male. 
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At  %th  montF — Length,  from  14  to  16  inches ; 
weight,  from  4 to  5 lbs. 

Membranae  papillares  absent ; jaails  perfectly  de- 
veloped and  reaching  to  the  ends  of  the  fingers  ; 
testicles  in  the  inguinal  canal. 

At  term. — Length,  about  20  inches  ; weight,  about 
6|- lbs. 

Head  well  covered  with  fine  hair;  testicles  in 
scrotum ; skin  pale  ; features  perfect. 

The  Foetal  Head. — Its  measurements  on  an  average 
are  as  follows : 

1.  The  Occipito- mental. — From  the  occipital  pro- 
tuberance to  the  point  of  the  chin,  5J  to  5J  inches. 

2.  The  Occipito -frontal. — From  the  occiput  to  the 
centre  of  the  forehead,  4|-  to  5 inches. 

3.  The  Occipito -bregmatic. — From  a point  midway 
between  the  occipital  protuberance  and  the  margin 
of  the  foramen  magnum  to  the  centre  of  the  anterior 
fontanelle,  3i  inches. 

4.  The  Cervico  -bregmatic. — From  the  anterior  margin 
of  the  foramen  magnum  to  the  centre  of  the  anterior 
fontanelle,  nearly  4 inches. 

5.  Biparietal. — Between  the  parietal  protuberances, 
3|-  to  4 inches. 

6.  Bitemporal. — Between  the  ears,  3-§-  inches. 

7.  Fronto-mental. — From  the  apex  of  the  forehead 
to  the  chin,  3i  inches. 

Some  of  the  above  measurements  are  often  much 
altered  during  labour  from  the  compression  to 
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which  the  head  is  then  subjected.  Thus,  the 
occipito-mental  and  occipito-frontal  diameters  be- 
come increased,  and  the  biparietal  diameter 
diminished. 

The  Sutures  and  Fontanelles. — The  former  are  the 
lines  of  j unction  between  the  bones  of  the  cranium ; 
the  latter  the  membranous  interspaces  where  the 
sutures  join  each  other.  The  chief  sutures  are  : 

1.  The  sagittal  suture  (interparietal),  which  is 
formed  by  the  junction  of  the  two  parietal  bones, 
and  extends  from  the  middle  of  the  frontal  bone 
backwards  to  the  superior  angle  of  the  occipital. 

2.  The  coronal  suture  (fronto-parietal),  which  sepa- 
rates the  frontal  from  the  parietal  bones,  and  extends 
from  the  extremity  of  the  great  wing  of  the  sphenoid 
across  the  head  to  the  corresponding  point  on  the 
opposite  side. 

3.  The  lambdoid  suture  (occipito-parietal),  which 
separates  the  occipital  bone  from  the  two  parietal 
bones. 

4.  The  frontal  suture,  which  is  continuous  with 
the  sagittal,  and  divides  the  two  halves  of  the  frontal 
bone. 

The  fontanelles  are  two  in  number — the  anterior 
and  the  posterior. 

The  former  the  larger  of  the  two  is  lozenge-shaped 
and  is  formed  by  the  junction  of  the  frontal, 
sagittal,  and  two  halves  of  the  coronal  sutures. 
The  latter  triangular  in  shape,  is  situated  at  the 
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junction  of  tlie  sagittal  and  lambdoid  sutures.  This 
is  the  fontanelle,  which  is  generally  felt  during  par- 
turition, and  forms  a hollow,  into  which  the  top  of 
the  finger  can  be  inserted. 


Fig.  1. 


Anterior  and  posterior  fontanelles. 
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CHAPTER  II 

THE  SIGNS  OF  PREGNANCY — SIGNS  OF  DEATH  OF 
THE  FCETUS  IN  TJTERO 

The  symptoms  of  pregnancy  may  be  divided  into 
two  classes : — (a)  Indirect  signs ; ( b ) direct  signs. 

(a)  Signs  Indirect. — They  are  five  : 

1.  Suppression  of  the  Menses. — This  is  an  important 
sign,  but  amenorrboea  may  arise  irrespective  of  preg- 
nancy. Thus,  exposure  to  cold,  general  debility,  or 
uterine  disease,  will  produce  it ; and  it  is  not  at  all 
uncommon  as  the  result  of  mental  emotion  after  illicit 
intercourse,  or  during  the  first  month  or  two  of 
married  life. 

Conception  may  also  take  place  before  menstrua- 
tion is  established,  when  it  is  normally  absent,  as 
during  lactation,  or  after  the  menopause ; while,  on 
the  other  hand,  menstruation  may  go  on  for  one  or 
more  periods  after  conception,  or  even  during  the 
whole  period.  This  latter  circumstance,  however,  is 
of  extreme  rarity. 

2.  Digestive  Disturbances. — Under  this  heading  come 
nausea,  vomiting,  and  abnormal  appetite. 
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The  tendency  to  nausea  and  vomiting — morning 
sickness — generally  appears  at  the  second  month,  and 
rarely  lasts  after  the  fourth. 

This  gastro-intestinal  disorder  is  thought  by 
most  authorities  to  be  due  to  the  stretching  of  the 
uterine  fibres  by  the  growing  ovum,  and  the  con- 
sequent irritation  of  the  uterine  nerves.1 

3.  Granular  Changes , as  Salivation , Toothache , &c. 
— The  urine  of  women  who  are  pregnant  often  con- 
tains a peculiar  deposit,  which  has  been  called  by  M. 
Nauche  kyesteine.  This  deposit,  which  only  forms 
after  the  urine  has  been  allowed  to  stand  for  some 
days,  appears  in  the  form  of  a cloud,  like  cotton  in 
suspension.  This  arises  to  the  surface  and  has  been 
compared  to  the  fat  on  cold  mutton-broth. 

Kyesteine  is  not  always  present  in  the  urine  of 
pregnant  women,  and  it  has  been  found  irrespec- 
tive of  pregnancy  in  certain  morbid  conditions  of 
the  system,  so  this  sign  of  pregnancy  is  of  little 
value. 

4.  Mental  Peculiarities,  as  an  undue  Degree  of 
Despondency. 

5.  Mammary  Changes.  — These  signs  generally 
appear  about  the  second  month,  when  the  breasts 
become  more  full  and  prominent  and  tender.  As  the 
pregnancy  progresses  they  become  larger  and  firmer, 

1 Dr  Henry  Bennet  thinks  that  the  sickness,  when  severe, 
depends  on  congestion  and  inflammation  of  the  cervix  uteri, 
while  Dr  Graily  Hewitt  believes  uterine  displacement  the  cause. 
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and  blue  veins  may  be  seen  on  tbeir  surface.  The 
nipples  may  become  turgid,  and  are  frequently 
covered  with  minute  branny  scales. 

The  areolae  surrounding  them  become  considerably 
darker  in  colour  and  larger  in  diameter.  The  skin 
of  which  the  areolae  are  formed  is  soft,  moist,  and 
the  little  granular  follicles  about  them  are  promi- 
nent. As  pregnancy  advances  they  increase  in  size 
and  number. 

During  the  latter  months  what  has  been  called 
“ the  secondary  areola  ” becomes  developed.  It  con- 
sists of  a number  of  minute  discoloured  spots  all 
round  the  areola,  where  the  pigmentation  is  fainter. 
By  pressure  on  the  breasts,  a small  drop  of  serous- 
looking  fluid  can  often  be  pressed  out  from  the 


cholostrum  globules  can  be  seen  in  it  by  the  micro- 
scope. 

These  mammary  changes  are  of  great  diagnostic 
value  in  women  who  have  never  borne  children,  but 
a mere  fulness  or  pain  in  the  breast,  and  even  in 
some  cases  a secretion  of  milk,  may  arise  from  other 
causes  than  pregnancy.  The  areolse,  also,  in  multi- 
parse often  remain  permanently  darkened,  and  ovarian 
and  various  uterine  diseases  produce  darkening  of 
the  areolse ; nevertheless,  the  presence  of  milk  in  the 
breasts  of  those  who  have  never  borne  children 
may  be  considered  an  almost  certain  sign  of  preg- 
nancy. 


month,  and  milk  and 
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(b)  Signs  Direct.  They  are  eight : 

1.  Enlargement  of  the  Abdomen. — This  sign  is 
generally  perceptible  about  the  middle  of  the  third 
month,  when  the  fundus  uteri  rises  above  the  pelvic 
brim.  Although  abdominal  enlargement  can  never 
be  absent  in  pregnancy,  yet  it  is  not  of  much  diag- 
nostic value,  as  numerous  conditions  may  give  rise 
to  it.  Thus,  it  may  be  caused  by — 

1.  Flatus. 

2.  Ascites. 

3.  Ovarian  disease. 

4.  Uterine  enlargement  from  retained  menses, 
fibroid  disease,  &c. 

5.  Adipose  enlargement  of  the  abdomen. 

6.  Spurious  pregnancy. 

7.  Hepatic  disease. 

8.  Splenic  „ 

9.  Renal  „ 

10.  Omental  „ 

11.  Distended  bladder. 

2.  Quickening ; Foetal  Movements.  — They  are 
generally  felt  by  the  mother  about  the  sixteenth 
week,  and  are  of  much  diagnostic  worth  when  felt 
by  the  examiner  through  the  abdomen. 

3.  Foetal  Heart  Sounds. — The  sounds  of  the  foetal 
heart  first  become  audible  at,  or  about,  the  fifth 
month ; and,  of  course,  when  heard,  not  only  prove 
pregnancy,  but  the  life  of  the  foetus  also. 
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They  are  best  beard  at  a point  midway  between 
tbe  umbilicus  and  tbe  left  anterior-superior  spine  of 
the  ilium,  and  tbe  average  number  of  pulsations  per 
minute  is  stated  to  be  about  130. 

4.  Intermittent  Uterine  Contraction.  — Tbis  is  a 
valuable  sign,  and  can  easily  be  made  out  by  placing 
tbe  band  over  tbe  uterus,  when  its  alternate  relaxa- 
tion and  contraction  can  be  felt.  Tbis  intermittent 
contraction  occurs  every  five  or  ten  minutes,  but  it 
may  be  due  to  uterine  enlargement  from  retained 
menses,  an  intrauterine  tumour,  &c. 

5.  Changes  in  the  Mouth  and  Neck  of  the  Uterus. — 
Tbe  cervix  in  tbe  non-pregnant  state  is  bard  and 
inelastic,  and  projects  into  tbe  vaginal  canal. 

Soon  after  conception,  even  before  tbe  second 
month,  its  tissues  commence  to  soften.  Tbis  change 
begins  at  tbe  external  os  and  proceeds  slowly  and 
steadily  upwards  until  it  reaches  tbe  os  internum. 
It  can  readily  be  made  out  by  tbe  finger  on  vaginal 
examination,  and  has  been  likened  by  Cazeaux  to 
pressing  upon  a table  which  is  covered  with  a thick 
and  soft  cloth.  Tbe  canal  of  tbe  cervix  also  becomes 
wider  during  pregnancy,  and  on  examination  appears 
shorter,  but  tbis  is  really  not  tbe  case,  as  no  shorten- 
ing occurs  until  a few  days  before  labour,  when  tbe 
cervix  is  wholly  obliterated. 

Tbe  os  externum  will  be  found  patulous  during 
tbe  latter  months  of  pregnancy. 

6.  Ballottement . — Tbis  is  tbe  term  given  to  tbe 
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motion  perceptible  to  tbe  finger  on  giving  a sudden 
impulse  to  the  child  through  the  neck  of  the  uterus. 

This  sign  can  be  practised  between  the  fourth  and 
seventh  month,  and  is  of  great  value.  X 

7.  Heightened  Colour  of  the  Vaginal  Mucous 
Membrane. 

S.  Funic  and  Uterine  Souffle. — These  signs  are  of 
little  value. 

The  following  table,  showing  the  signs  of  preg-  * 
nancy  at  various  stages,  is  taken  from  Professor 
Leishman’s  ‘Midwifery.’ 
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Signs  of  Death  of  the  Foetus  in  TJtero. 

The  signs  of  foetal  death  are  very  vague.  The 
principal  symptoms  are — 

1.  Cessation  of  foetal  heart  sounds. 

2.  „ „ movements. 

3.  Shrinking  of  the  breasts  and  suppression  of 
their  secretion. 

4.  Subsidence  and  flaccidity  of  abdomen. 

5.  Changes  in  mother’s  health — as  despondency 
bad  appetite,  sunken  countenance  with  dark  areola 
around  eyes,  irregular  shiverings  and  fever,  a feel- 
ing of  coldness  and  weight  about  the  lower  part  of 
the  abdomen,  &c. 

6.  If  the  child  has  been  dead  some  time  there 
will  be  peeling  of  the  scalp  and  disintegration  of  the 
cranial  bones. 
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CHAPTER  III 

PREMATURE  EXPULSION  OF  THE  OVUM,  ABORTION, 
MISCARRIAGE,  AND  PREMATURE  LABOUR 

The  usual  duration  of  gestation  is  ten  lunar 
months  or  280  days,  but  the  ovum  may  be  expelled 
at  any  moment  subsequent  to  conception. 

When  the  foetus  is  expelled  before  it  has  reached 
a viable  age — children  do  not  often  live  until  after 
the  seventh  lunar  month — the  term  abortion  or 
miscarriage  is  used,  and  when  the  expulsion  takes 
place  after  the  seventh  month  to  the  term  of  preg- 
nancy it  is  known  as  a premature  labour. 

These  affections  are  of  great  frequency,  and  Hegar 
estimates  that  more  than  10  per  cent,  of  the  deliveries 
are  premature.  They  rarely  prove  directly  fatal,  but 
are  the  chief  factors  in  the  causation  of  “ subinvo- 
lution of  the  uterus.”  The  liability  to  abortion  is 
greatest  in  the  earlier  months  of  pregnancy,  and  this 
is  fortunate,  because  then  the  premature  expulsion 
of  the  ovum  is  not  attended  with  much  risk,  as  the 
ovum  is  generally  expelled  entire.  The  middle 
period,  between  the  third  and  sixth  months,  is  the 
most  dangerous,  because  then  the  placenta  is  firmly 
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adherent  and  the  secnndines  often  remain  in  ntero 
for  some  days.  In  such  cases  haemorrhage  or  blood- 
poisoning  is  very  liable  to  occur. 

Causation. — The  chief  causes  are — 

1.  General  debility,  as  from  acute  or  chronic 
disease: 

2.  Syphilis,  a most  important  factor,  which  may 
act  through  the  influence  of  the  father  in  producing 
a diseased  ovum. 

3.  The  specific  fevers,  especially  variola,  scarlet 
fever. 

4.  Diseased  conditions  of  the  ovum. 

5.  Morbid  states  of  the  uterus,  as — 

I.  Congestion. 

II.  Displacements,  especially  retroflexion. 

III.  Uterine  tumours. 

IV.  More  or  less  fixation  of  the  uterus  from 
pelvic  inflammation,  &c. 

6.  The  use  of  oxytoxics,  as  ergot,  borax,  savin,  &c. 

7.  Keflex  irritation,  as — • 

I.  Over-suchling. 

II.  Intestinal  worms. 

III.  Diarrhoea. 

IY.  Direct  irritation,  as  from  a diseased  or  dead 
ovum. 

8.  Nervous  emotion,  as — 

I.  Sudden  fright. 

II.  Sudden  shock. 

III.  Joy. 
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IY.  Anger. 

9.  Accidents,  injuries,  &c.,  as — • 

I.  Falls. 

II.  Concussions. 

Symptoms. — They  will  vary  with  the  period  of 
pregnancy.  If  the  abortion  occurs  at  a very  early 
period  the  nature  of  the  case  will  escape  observation, 
and  the  woman  will  think  that  she  is  suffering  merely 
from  a delayed  menstrual  period.  When  the  expul- 
sion takes  place  at  a more  advanced  stage  the  two 
great  symptoms  are  haemorrhage  and  uterine  pains. 

Generally  haemorrhage  is  the  first  symptom  to 
attract  attention,  and  it  may  be  sudden  and  profuse. 
Uterine  pains  follow,  and  on  making  a vaginal  ex- 
amination the  os  will  be  found  more  or  less  patent. 
When  the  foetus  is  dead,  which  is  often  the  case  before 
the  uterine  contractions  commence,  there  will  be  the 
signs  of  death  of  the  foetus  in  utero  (vide  page  16). 

Treatment. — The  following  are  the  rules  of  treat- 
ment for  arresting  a threatened  miscarriage  : 

I.  Absolute  rest  in  bed  in  a cool  room. 

II.  Opium  to  be  given  freely,  either  by  the  mouth 
or  by  enema. 

III.  All  movements  to  be  prohibited. 

IY.  Light  diet  and  cool  drinks  to  be  taken. 

Y.  The  bowels  must  be  attended  to. 

When,  however,  there  is  profuse  haemorrhage,  or 
when  pain  and  haemorrhage  coexist,  there  is  little 
chance  of  arresting  the  miscarriage ; but  as  long  as 


20 


NOTES  ON  MIDWIFERY 


only  one  of  the  symptoms  is  present  there  is  great 
hope  of  success. 

Dr  Leishman,  in  reference  to  this  subject,  says : 
“ If  with  discharge  of  the  waters  we  have  a gaping  os, 
profuse  haemorrhage,  and  obliteration  of  the  cervix 
uteri,  the  case  may  be  given  up,  and  our  efforts 
directed  into  a new  channel,  with  the  view  of  expe- 
diting the  process  which,  under  more  favorable  cir- 
cumstances, it  would  have  been  our  duty  to  oppose. 
With  intact  membranes,  closed  os,  trifling  haemor- 
rhage, and  moderate  or  irregular  uterine  contractions, 
our  prognosis  may  be  favorable,  but  it  is  to  be  ex- 
pressed with  caution,  as  graver  symptoms  may  at 
any  moment  supervene.” 

The  treatment  of  repeated  miscarriage  in  successive 
pregnancies  consists  in  removing  or  mitigating,  if 
possible,  the  cause  of  the  abortion.  Thus,  congestion 
of  the  uterus  or  displacement  may  be  present.  The 
possibility  of  syphilis  must  be  thought  of,  and  the 
general  health  attended  to. 

When  no  cause  can  be  discovered,  prolonged  rest, 
at  least  until  the  time  has  passed  at  which  abortion 
formerly  took  place,  must  be  insisted  on. 

Matrimonial  intercourse  must  be  prohibited. 

When  abortion  is  inevitable  the  sooner  the  con- 
tents of  the  uterus  are  expelled  the  better.  Early 
abortions  had  better  be  left  to  nature;  but  if  hae- 
morrhage should  be  profuse,  which  at  this  time  is 
rare,  however,  the  vagina  should  be  plugged. 
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In  those  cases  where  the  fcetus  is  first  expelled, 
and  the  placenta  and  membranes  remain  in  utero, 
there  are  two  methods  of  treatment : 

1.  To  dilate  the  os  and  remove  the  placenta. 

2.  To  leave  the  case  to  nature.1 

The  after-treatment  of  abortion  is  most  important, 
and  as  much  attention  should  be  paid  to  rest  as  after 
labour  at  term. 

Induction  of  Premature  Labour. — Under  certain 
conditions  premature  labour  is  artificially  brought 
on.  It  may  be  required  in  the  following  conditions  : 

1.  Defective  proportion  between  the  child  and 
pelvis,  as  from — 

1.  Pelvic  deformity. 

II.  Uterine  tumours. 

III.  Tumours  growing  from  the  pelvis. 

IV.  Abdominal  tumours. 

V.  Ovarian  disease. 

VI.  Malignant  disease  of  uterus. 

2.  An  irreducible  anteversion  or  retroversion  of 
the  uterus. 

3.  Uncontrollable  placental  haemorrhage. 

4.  Conditions  of  the  mother’s  health,  as — 

I.  Ungovernable  vomiting. 

1 The  placenta  and  membranes  should  be  removed  without 
delay,  if  that  can  be  done  without  difficulty,  but  when  the  os 
is  rigid  and  the  symptoms  not  alarming,  leave  the  case  to 
nature. 
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II.  Cardiac,  pulmonary,  or  hepatic  disease,  pro- 
ducing excessive  anasarca,  ascites,  or  dyspnoea,  &c. 

III.  Convulsions. 

IV.  Mania. 

There  are  various  ways  of  bringing  on  premature 
labour,  but  the  one  which  is  most  strongly  recom- 
mended is  known  as  Simpson’s  modified  method. 

It  is  performed  thus  : 

A flexible  male  catheter,  without  a stilette,  is  in- 
troduced into  the  cavity  of  the  uterus  (not  less  than 
seven  inches  of  the  catheter  should  be  passed  beyond 
the  os),  and  allowed  to  remain  there  until  contrac- 
tions are  excited.  This  is  a simple  and  very  successful 
method,  as  the  pains  nearly  always  come  on  within 
twenty-four  hours. 

If  the  pains  are  feeble,  labour  may  be  hastened  by 
dilating  the  cervix  by  Barnes’s  bag,  and  by  subse- 
quently puncturing  the  membranes. 

The  other  methods  for  the  induction  of  premature 
labour  are — 

1.  The  administration  of  oxy toxics,  as  secale. 

2.  Artificial  dilatation  of  the  os  uteri  by  Barnes’s 
bag,  sponge,  &c. 

3.  Puncture  of  the  membranes. 

4.  Separation  of  the  membranes  round  the  os  by 
the  finger  or  sound. 

5.  Vaginal  and  uterine  douches. 

6.  Local  irritation,  as — 

I.  Application  of  cupping  glasses  to  mammae. 
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II.  Galvanism. 

III.  Abdominal  friction. 
IY.  Tight  abdominal  belt. 
Y.  Stimulating  enemata. 
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CHAPTER  IV 

PHENOMENA  OF  LABOUR — SIGNS  OF  RECENT  DELIVERY 

Why  labour  spontaneously  commences  at  a fixed 
epoch  is  quite  unknown,  but  there  are  numerous 
theories  to  explain  this  phenomenon.  I shall  not 
describe  them,  however,  here. 

The  expulsion  of  the  foetus  is  almost  wholly  due 
to  the  uterine  contractions,  the  abdominal  muscles, 
however,  help  to  a certain  degree. 

The  course  of  labour  is  generally  divided  into  three 
stages,  viz. : 

1st.  From  the  commencement  of  the  regular  pains 
until  the  complete  dilatation  of  the  cervix. 

2nd.  Prom  the  complete  dilatation  of  the  cervix 
until  the  birth  of  the  child. 

3rd.  The  separation  and  expulsion  of  the  placenta. 

1st  Stage. — During  this  stage  the  pains  are  chiefly 
seated  in  the  back,  and  are  acute  in  character. 

The  dilatation  of  the  cervix  is  effected  thus : 

I.  By  the  mechanical  pressure  of  the  bag  of  mem- 
branes. 

II.  By  the  contraction  of  the  muscular  fibres  of  the 
uterus,  which  tend  to  pull  the  cervix  open. 
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When  dilatation  is  nearly  completed,  various  reflex 
symptoms  often  arise,  as  vomiting,  shivering,  &c.,  and 
when  it  is  completed,  spontaneous  rupture  of  the 
membranes  usually  occurs. 

2nd  Stage. — The  pains  now  alter  in  character,  and 
become  bearing  down  and  forcing,  and  the  accessory 
muscles  of  parturition  come  into  play. 

The  presenting  part  passes  into  the  vagina,  and 
presses  on  the  vaginal  nerves,  and,  as  the  labour 
progresses,  the  pains  become  more  forcing  and  fre- 
quent, until  at  last  the  head  stretches  and  dilates 
the  perinseum  and  vulva,  and  eventally  glides  over 
the  former  and  is  expelled. 

3rd  Stage. — As  soon  as  the  child  is  born  the 
uterus  contracts  in  all  directions,  and  thus  closes  the 
mouths  of  the  uterine  sinuses  and  prevents  haemor- 
rhage. The  formation  of  coagula  in  the  mouths  of 
the  vessels  also  stops  bleeding,  so  that  if  the  uterus 
remains  uncontracted  haemorrhage  may  not  occur. 
The  placenta  is  generally  expelled  edgeways  from  the 
uterus,  about  twenty  minutes  after  the  birth  of  the 
child.  Immediately  after  this  the  uterus  contracts 
still  more  firmly,  and,  in  a typical  case,  feels  hard, 
and  about  the  size  of  a cricket  ball.  The  duration 
of  labour  varies  much  in  different  cases,  but  it  is 
nearly  always  longer  in  primiparse  than  in  multiparse. 

The  duration  has  been  calculated  at  nine  hours, 
and  the  1st  stage  is  usually  more  than  twice  the 
length  of  the  2nd. 
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Signs  of  Decent  Delivery. 

They  may  be  classified  thus — 

1.  Appearances  of  Patient. — The  woman  will  be 
weak  and  the  face  pale,  with  a dark  circle  around  the 
eyes. 

2.  The  Generative  Organs. — They  are  swollen  and 
contused  externally.  The  outlet  is  much  dilated,  the 
vagina  lax  and  swollen,  and  the  cervix  will  be  found 
hanging  loose  and  patulous  in  the  vagina. 

The  fundus  uteri  can  be  readily  felt  above  the 
pelvic  brim,  and  the  uterine  cavity  will  not  have 
returned  to  its  normal  length  of  2^  inches  until  at 
least  a month  after  delivery. 

3.  The  Locliial  Discharge. — This  is  at  first  a sero- 
sanguineous  liquid,  which  afterwards  changes  in 
colour  and  becomes  pale  and  green.  It  commences 
soon  after  delivery,  and  continues  for  about  a fortnight. 
The  discharge  has  a characteristic  heavy,  sickening 
odour. 

4.  The  Mammae.— They  will  be  turgid  and  swollen 
and  contain  milk. 

If  cholostrum  globules  can  be  discovered  by  the 
microscope,  the  fact  of  a recent  delivery  is  proved 
beyond  all  doubt. 

5.  The  Shin  of  the  Abdomen. — It  will  be  relaxed, 
sometimes  thrown  into  folds,  and  the  cuticle  may  be 
interrupted  by  light- coloured  broken  streaks  passing 
upwards. 
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The  above  signs  are  only  found  in  women  who  have 
been  recently  delivered. 

Most  of  them  have  disappeared  after  the  lapse  of 
eight  or  ten  days,  and  then  it  is  difficult,  if  not 
impossible,  to  say  that  delivery  has  certainly  taken 
place. 
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CHAPTER  Y 

PROLONGED  LABOUR,  RETARDED  LABOUR,  OBSTRUCTED 
LABOUR,  PRECIPITATE  LABOUR 

Labour  may  be  prolonged  and  obstructed  by  a 
number  of  conditions,  which  I shall  describe  later 
on ; but  here  this  fact  must  be  borne  in  mind  that, 
by  whatever  cause  the  foetus  may  be  detained,  when 
labour  has  once  fairly  set  in,  certain  symptoms  will 
arise,  which,  if  unrelieved  by  nature  or  art,  will  go 
from  bad  to  worse,  till  they  end  fatally. 

The  stage  of  labour,  however,  in  which  delay  occurs, 
influences  the  production  of  these  grave  results.  As 
long  as  the  membranes  remain  unbroken  the  case  is, 
on  the  whole,  favourable. 

Symptoms.  — Dr  Braxton  Hicks  thus  describes 
them : 

“ After  a patient  has  been  in  hard  labour  for 
some  time  she  perspires  profusely,  her  face  becomes 
congested,  the  pulse  becomes  rather  quicker,  the 
tongue  furred  ; she  becomes  restless,  anxious,  per- 
haps light-headed  ; the  urine  is  scanty,  and  the  va- 
ginal secretions  lessened.  Should  she  be  delivered 
at  this  stage  these  symptoms  quickly  subside,  and  no 
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harm  is  experienced  ; but  if  she  continue  in  labour 
the  pulse  gradually  rises  to  about  100  per  minute,  the 
skin  gets  dry,  the  countenance  becomes  more  anxious 
and  haggard;  the  tongue  brown  and  dry;  there  is 
much  thirst  and  the  lips  parched,  the  passages  hot, 
tender,  and  swollen,  and  perhaps  dark ; the  uterus 
acting  violently  at  first,  becomes  tender  on  pressure, 
and  the  pains  more  distressing,  while  they  are  fre- 
quently short  and  flashing.  The  uterus,  however, 
is  by  no  means  inert,  for  while  the  rhythmical  action 
is  becoming  less  in  its  duration,  a continuous  action 
is  being  substituted ; so  that,  instead  of  the  uterus 
being  flaccid  between  each  pain,  it  is  hard  and  firm — 
in  other  words,  contracted.  This  condition  of  the 
uterus  is  very  important  to  recognise,  because  it  is 
most  probably  the  cause  of  the  serious  symptoms 
which  attend  unrelieved  labour;  at  any  rate,  they 
appear  coincidentally ; and  also  because  the  action  in 
itself  is  a cause  of  detention  of  the  foetus,  the  uterus 
grasping  rather  than  extruding  it.  Again,  the  foetal 
life  begins  then  to  be  in  serious  jeopardy,  from  the 
continuous  pressure,  perhaps,  on  its  funis.  Certainly, 
there  is  a limitation  of  its  blood  supply  by  the  per- 
manent diminution  of  the  calibre  of  the  blood-vessels 
of  the  uterus,  and  retardation  of  the  circulation  in  the 
placenta,  which,  if  not  producing  absolutely  the  death 
of  the  foetus,  yet  acts  very  deterioratingly  on  it. 
Leaving,  however,  this  point  for  a moment,  I will  con- 
tinue the  narration  of  the  symptoms  which  pass  on  to 
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what  has  been  misnamed  ‘ powerless  labour.’  Gra- 
dually;, as  this  state  of  continuous  action  becomes 
more  and  more  established,  so  you  will  find  the 
rhythmical  pains  diminished,  till  the  one  is  substi- 
tuted for  the  other ; the  foetus  decomposes,  frequently 
gas  of  a most  putrid  odour  escaping  from  the  uterus, 
the  foetus  sometimes  becoming  largely  distended  by 
gas,  thus  increasing  the  difficulty  of  delivery;  the 
patient’s  face  becomes  pale,  with  a sardonic  grin,  the 
tongue  is  dry  and  brown,  the  pulse  rapid  (130  to  160 
per  minute),  and  often  intermitting ; and  when  there 
is  loss  of  voice,  delirium,  cold  extremities,  gasping, 
passing  fseces  involuntarily,  jactitation  of  limbs,  death 
is  not  far  distant.  If  the  patient  be  delivered  before 
these  latter  symptoms  arise  she  may  recover  ; but  it 
is  seldom  that  she  does  so  after.  If  she  does  recover, 
however,  after  these  protracted  labours,”  he  further 
states,  “ she  may  do  so  only  to  show  signs  of  serious 
lesions;  she  may  have  severe  effusions  round  the 
uterus,  as  parametritis,  perimetritis,  cystitis,  vesico- 
or  recto-vaginal  fistula,  and  pelvic  abscesses.” 

The  effects  of  protracted  labour  on  the  child  are 
also  most  disastrous  ; the  longer  the  labour,  the  more 
danger  to  the  child. 

The  dangers  arise  principally  from  two  sources : 

1.  Pressure  on  the  circulation,  as- — 

(a)  Undue  pressure  of  blood- current. 

(b)  Undue  pressure  on  placenta. 

(c)  Pressure  on  funis. 
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2.  Pressure  on  head,  producing — 

(a)  Damage  to  brain -tissue. 

(b)  Penetration  of  longitudinal  sinus  by  over- 
lapping edges  of  bone,  and  effusion  of  blood  on  brain, 
causing  compression. 

(c)  Sloughing  of  scalp. 

Causes  and  their  Treatment , &c. — The  causes  of  pro- 
longed and  obstructed  labour  may  be  classified  under 
three  heads,  viz : 

(a)  Defective  uterine  action. 

(b)  Abnormal  state  of  the  maternal  passages. 

I.  Of  cervix  uteri. 

II.  Of  vagina,  vulva,  and  perinseum. 

III.  New  growths  encroaching  on  pelvic  cavity. 

IY.  Pelvic  contractions. 

(c)  Conditions  referable  to  the  foetus. 

(a)  Defective  Uterine  Action — as  1,  uterine  inertia  ; 
2,  spasmodic  and  irregular  uterine  pains. 

Causes. — I.  General  debility. 

II.  Residence  in  hot  countries,  bringing  on  feeble 
relaxed  state  of  health 

III.  Interference  with  the  accessory  muscles  of 
parturition,'  as  chest  affections,  ascites,  distended 
bladder,  &c. 

IY.  Mental  emotions,  as  from  bad  news,  anxiety, 
&c. 

Y.  Mechanical  interference  with  the  uterine  action, 
as  displacements  of  the  uterus,  over- distension  of  the 
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uterus,  as  in  cases  of  excessive  amount  of  liquor 
amnii,  twins,  &c.,  loaded  rectum. 

VI.  The  nervous  and  hysterical  temperaments. 

VII.  Luxurious  and  easy  living. 

Vin.  Frequent  child-hearing. 

IX.  Very  young  or  advanced  age. 

X.  Insufficient  reflex  irritation,  which  may  he  due 
to  the  child  being  small,  or  the  pelvis  and  passage 
very  roomy,  &c. 

Treatment. — This  is  obvious  enough  in  many 
cases.  Remove  the  cause  if  possible.  When  the 
rectum  is  loaded  an  enema  is  indicated ; when 
the  bladder  is  distended  a catheter  must  be  passed, 
and  so  on. 

In  hydrops  amnii  evacuate  the  fluid. 

An  anteversion  may  be  usually  managed  by 
postural  treatment,  or  by  an  abdominal  belt. 

In  those  cases  where  the  cause  has  not  been  dis- 
covered, or  is  beyond  treatment,  it  will  generally  be 
necessary  to  treat  the  uterine  inertia  primarily. 

The  rules  of  treatment  are — 

I.  To  give  direct  uterine  stimulants,  as  ergot,  borax, 
nux  vomica,  tea,  &c.  Ergot  is  contra-indicated,  as  a 
rule,  Dr  Braxton  Hicks  states : 

1.  Unless  the  os  uteri  be  fully  dilated  or  capable  of 
being  so. 

2.  If  any  obstacle  to  delivery  is  expected,  unless 
preparations  have  been  made  to  render  assistance 
when  the  pains  have  been  roused. 
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The  pains  produced  by  this  drug  differ  from  those 
of  natural  labour,  being  strong,  constant,  and  con- 
tinuous (not  intermittent),  like  those  which  exist  in 
permanent  exhaustion  of  the  uterus. 

This  tonic  contraction  is  very  fatal  to  the  child  if 
delivery  does  not  soon  take  place,  as  it  obstructs  the 
utero-placental  circulation. 

II.  To  stimulate  the  uterus  by  reflex  irritation,  as 
pressure  on  the  uterus,  stimulating  enemata,  pass- 
ing the  hand  into  the  vagina  or  around  the  cervix, 
galvanism,  &c. 

The  application  of  manual  pressure  over  the  uterus 
through  the  abdomen  is  a valuable  means  of  exciting 
uterine  action.  It  is,  however,  contra-indicated,  Dr 
Playfair  states,  if  the  uterus  seems  unusually  tender 
on  pressure.  So,  also,  if  there  is  any  obstruction  to 
rapid  delivery,  it  should  not  be  used.  The  cases 
most  suitable  for  its  use,  he  further  states,  are  those 
in  which  the  head  or  breech  is  in  the  pelvic  cavity, 
and  the  delay  is  simply  due  to  a want  of  sufficiently 
strong  expulsive  action. 

III.  In  reference  to  the  use  of  the  forceps  in  uterine 
inertia,  Dr  Playfair  states  : “ If  we  find  the  progress 
of  the  labour  slow  and  unsatisfactory,  the  pains  flag- 
ging and  insufficient,  and  incapable  of  being  intensi- 
fied by  the  means  indicated,  then,  provided  the  head 
be  low  in  the  pelvis,  it  is  better  to  assist  at  once  by 
the  forceps  than  wait  until  we  are  driven  to  do  so  by 
the  state  of  the  patient.” 
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Of  course,  the  minor  management  of  uterine  in- 
ertia must  not  be  forgotten.  The  woman,  unless  she 
is  very  weak,  should  keep  up  and  about  the  room, 
and  during  the  2nd  stage  should  fix  the  limbsr 
and  abstain  from  crying  out  during  the  pains. 

(b)  Abnormal  State  of  the  Maternal  Passages. 

1.  Eigidity,  hardening,  or  occlusion  of  the  os 
uteri  from — 

1.  A nervous  and  emotional  temperament. 

II.  Premature  escape  of  the  liquor  amnii. 

III.  Organic  changes  in  the  cervix  from  cicatricial 
thickening,  the  result  of  injuries  in  former  labours, 
malignant  disease,  &c. 

Treatment. — When  the  rigidity  is  due  to  spasm, 
chloral,  chloroform,  or  ether  must  be  used.  Warm 
injections  will  also  be  of  use. 

Organic  changes  in  the  cervix  require  artificial 
dilatation  of  the  os,  incision,  or  even  craniotomy  or 
the  Caesarian  section. 

2.  Eigidity  or  contraction  of  the  vagina  or  vulva  ; 
congenital  or  Resulting  from  disease  or  accident. 

Treatment. — Ho  treatment  is  generally  required, 
but  artificial  dilatation  or  a number  of  limited  inci- 
sions may  be  necessary.  A free  incision  should  not 
be  made,  as  alarming  haemorrhage  may  follow. 

3.  (Edema  of  vulva. 

Treatment. — Make  numerous  small  punctures. 
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4.  Thrombus  of  the  labia  and  vagina. 

This  is  generally  produced  during  labour,  either 
from  the  bruising  and  laceration  which  is  produced, 
or  from  the  obstruction  to  the  return  of  blood.  It 
most  commonly  forms  towards  the  end  of  partu- 
rition. 

These  tumours  are  known  by  their  history,  their 
external  aspect,  and  fluctuating  feel. 

They  may  terminate  in  one  of  three  ways  : 

1.  By  spontaneous  absorption. 

2.  The  tumour  may  burst,  and  external  haemor- 
rhage take  place. 

3.  Suppuration  may  occur. 

Treatment. — The  labour  should  be  terminated  as 
quickly  as  possible,  and  if  the  tumour  prevents  this 
it  must  be  incised ; otherwise  the  thrombus  may  be 
treated  at  first  by  the  local  application  of  cold,  and 
subsequently  with  lead  lotion.  If  suppuration  is 
impending,  a free  incision  is  required,  and  septic 
absorption  must  be  prevented  by  the  use  of  anti- 
septics. 

5.  Great  rigidity  of  the  perinaeum,  &c. 

This  obstacle  is  chiefly  met  with  in  very  young  or 
old  primiparae. 

Treatment.  — The  perinaeum  must  be  incised  if 
necessary. 

6.  Tumours  encroaching  on  the  pelvic  cavity,  as — 

I,  TJterine  fibroids. 

II.  Ovarian  tumours. 
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III.  Hew  growths  connected  with  the  pelvic 
hones. 

Treatment. — In  uterine  fibroids,  the  tnmonr  should 
be  pushed  above  the  pelvic  brim  if  possible  ; other- 
wise, enucleation  may  be  performed,  or  the  forceps 
used.  Craniotomy  may  be  required. 

In  ovarian  disease  the  tumour  should  be  returned 
above  the  brim  of  the  pelvis.  If  this  is  impossible, 
and  the  tumour  is  cystic,  it  should  be  punctured ; 
otherwise  craniotomy,  extirpation  of  the  tumour,  or 
Caesarian  section  may  be  necessary. 

Of  course,  in  a good  many  cases  of  pelvic  tumours, 
no  treatment  is  required. 

7.  Pelvic  contractions.  This  subject  will  be  de- 
scribed in  chapter  XIII. 

(c)  Conditions  Referable  to  the  Fcetits 

1.  Foetal  diseases,  as  hydrocephalus,  ascites,  hy- 
drothorax, foetal  tumours,  &c. 

2.  Monstrosities. 

3.  Locked  twins. 

4.  Excessive  size  of  foetus. 

Treatment , &c. — Of  the  foetal  diseases,  hydroce- 
phalus is  the  most  important  and  frequent.  Its 
diagnosis  is  not  usually  difficult  in  a well-marked 
case  when  the  cranium  presents. 

Dr  Leishman  thus  gives  the  diagnosis  : 

“ The  presenting  part,  which  in  these  cases  is 
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arrested  above  the  brim,  is  found  to  be  less  resistant 
and  less  convex  than  usual.  The  sutures  and  fon- 
tanelles  are,  however,  to  be  distinctly  felt ; and,  if 
we  can  feel  that  the  former  are  agape,  and  the  latter 
of  larger  size  than  usual,  with  more  or  less  of  a 
feeling  of  fluctuation,  there  will  be  little  room  for 
doubt.  The  existence  of  a large  posterior  fontanelle 
is  particularly  characteristic ; and,  if  the  hand  be 
fully  introduced,  the  great  size  of  the  head  will  be 
recognised.” 

The  treatment  consists  in  tapping  the  head  and 
using  the  forceps  if  necessary,  but  generally  the 
cephalotribe  or  craniotomy  is  required. 

When  the  foetus  is  of  unusual  size  the  forceps, 
perforation,  or  evisceration  may  be  required,  and  in 
cases  of  monstrosities  and  locked  twins  the  treat- 
ment will  vary  with  the  nature  of  the  case. 

Precipitate  Labour. — It  is  generally  due  to  one  of 
two  conditions,  viz.  : 

1.  Excessively  quick  and  strong  pains. 

2.  TJndue  laxity  of  the  maternal  soft  parts. 

Its  dangers  are  said  to  be — 

1.  Rupture  of  the  uterus. 

2.  Rupture  of  the  perinaeum. 

3.  Nervous  shock. 

4.  Post-partum  haemorrhage. 

As  a rule,  however,  none  of  these  dangers  occur. 

Treatment. — The  uterine  action  can  usually  be 
lessened  by  a morphia  suppository,  or  by  the  inhala- 
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tion  of  chloroform,  and  as  precipitate  labour  is  often 
associated  with  intestinal  irritation,  the  bowels 
should  be  washed  out  by  a simple  injection.  The 
woman  should  not  bear  down  during  the  pains, 
neither  should  she  hold  her  breath,  but  should  be 
told  to  cry  out. 
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CHAPTEE  VI 

PRESENTATIONS  OP  THE  CEPHALIC  EXTREMITY  OP 
THE  FOETUS 

Vertex  Presentations1 

The  vertex,  or  cranium,  is  generally  described  as 
lying  in  four  positions  after  it  has  entered  the  pelvic 
brim. 

First  (or  left  occipito-cotyloid).  Tbe  occiput  is 
directed  to  the  left  foramen  ovale,  and  the  sinci- 
put to  the  right  sacro-iliac  synchondrosis.  The 
long  diameter  of  the  head  lies  in  the  right  oblique 
diameter  of  the  pelvis. 

Second  (or  right  occipito-cotyloid).  The  occiput 
is  directed  to  the  right  foramen  ovale,  and  the  long 
diameter  of  the  head  lies  in  the  left  oblique  diameter 
of  the  pelvis. 

1 “ The  presentation,”  or  “ presenting  part,”  is  defined  by 
Dr  Tyler  Smith  as  “ that  portion  of  the  foetal  head  felt  most 
prominently  within  the  circle  of  the  os  uteri,  the  vagina,  and 
os  tincse,  in  the  successive  stages  of  labour.”  In  protracted 
labours  an  cedematous  swelling,  termed  the  “ caput  succe- 
daneum,”  forms  over  the  presenting  part,  and  is  produced  by 
effusion  from  the  obstruction  of  the  venous  circulation,  caused 
by  the  pressure  to  which  the  head  is  subjected. 


40 


NOTES  ON  MIDWIFERY 


Third  (or  right  occipito-sacro-iliac).  The  occiput 
is  directed  to  the  right  sacro-iliac  synchondrosis,  and 
the  forehead  to  the  left  foramen  ovale. 

This  position  is  the  reverse  of  the  first. 

Fourth  (or  left  occipito-sacro-iliac).  The  occiput 
points  to  the  left  sacro-iliac  synchondrosis. 

This  position  is  the  reverse  of  the  second.  Of 
these  positions,  the  first  is  much  the  most  common. 

In  this  position,  the  head,  on  reaching  the  pelvis, 
assumes  the  occipito- frontal  obliquity,  with  the  occi- 
put directed  towards  the  left  foramen  ovale. 

On  vaginal  examination,  the  patient  lying  on  the 
left  side,  if  the  os  is  sufficiently  open,  the  finger  will 
come  in  contact  with  the  protuberance  of  the  right 
parietal  bone.  Downwards,  and  to  the  left,  the  small, 
triangular,  posterior  fontanelle  can  be  felt. 


Fi a.  2. 


First  cranial  position. 


VERTEX  PRESENTATIONS  4i 

The  course  taken  by  the  foetal  head  when  it  enters 
the  pelvic  brim  has  been  divided  into  six  move- 
ments : 

1.  Flexion. 

2.  First  movement  of  descent. 

3.  Levelling  and  adjusting. 

4.  Kotation. 

5.  Second  movement  of  descent  and  extension. 

6.  External  rotation. 

The  head  first  becomes  flexed  on  the  sternum,  and 
the  occiput  descends  until  it  reaches  a point  nearly 
opposite  the  lower  part  of  the  foramen  ovale ; then 
the  levelling  movement  takes  place,  and  the  anterior 
fontanelle  comes  more  easily  within  reach,  and  the 
chin  is  no  longer  so  much  flexed  on  the  sternum.  A 
rotatory  movement  of  the  head  now  occurs,  and  the 
forehead  becomes  lodged  in  the  hollow  of  the  sa- 
crum, and  the  occiput  turned  towards  the  pubes, 
so  that  the  long  diameter  of  the  head  is  brought 
into  relation  with  the  longest  diameter  of  the  pelvic 
outlet. 

The  occiput  next  becomes  wedged  against  the 
pubic  arch,  and  remains  stationary.  The  uterine 
pains  then  force  down  the  anterior  part  of  the  head, 
which  at  last  stretches  and  sweeps  over  the  perinseum, 
and  is  born. 

The  foetal  head  now  rotates,  so  that  the  occiput 
turns  to  the  left  thigh  of  the  mother,  and  the  left 
shoulder  of  the  child  occupies  the  perinseum,  and  is 
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generally  first  born,  the  other  shoulder  quickly  fol- 
lowing. The  body  is  at  once  expelled,  and  thus 
terminates  the  second  stage  of  labour. 


Fig-.  3. 


Extension  and  emergence  of  the  head. 


In  reference  to  the  causes  of  these  different  move- 
ments, Solayres  and  others  think  that  the  first  move- 
ment of  flexion  is  due  to  the  head  being  articulated 
much  nearer  the  occiput  than  the  sinciput.  The  ex- 
pulsive force,  they  believe,  is  communicated  to  the 
head  of  the  child  through  the  vertebral  column. 

The  cause  of  the  rotatory  movement  is  not  clearly 
known. 

Some  authorities  think  it  is  due  to  the  projection 
inwards  of  the  ischial  spines,  while  others  refer  the 


VERTEX  PRESENTATIONS 


43 


change  to  the  increased  resistance  the  head  meets 
with  from  the  posterior  wall  of  the  pelvis,  and  from 
the  perinseal  structures. 

The  mechanism  of  delivery  in  the  second  position 
is  the  same  as  in  the  first,  substituting  the  word  left 
for  right ; thus,  on  vaginal  examination,  the  left 
parietal  bone  is  felt,  and  during  external  rotation  the 
occiput  turns  to  the  right  thigh  of  the  mother. 

In  the  second  position,  the  anterior  fontanelle  will 
be  felt  downwards,  and  to  the  left,  and  the  posterior 
upwards,  and  to  the  right. 

The  mechanism  of  delivery  in  the  third  position 
varies. 

Usually  during  the  course  of  delivery  this  position 
is  converted  into  the  second  by  the  forward  rotation 
of  the  occiput  along  the  right  side  of  the  pelvis. 
The  cause  of  this  rotatory  movement,  Ur  Playfair 
states,  may,  no  doubt,  be  explained  by  the  fact  that 
the  uterine  force  transmitted  through  the  vertebral 
column  causes  the  occiput  to  descend  lower  than  the 
sinciput,  so  that,  in  most  cases,  in  making  a vaginal 
examination,  the  posterior  fontanelle  can  be  readily 
felt,  while  the  anterior  is  high  up  and  out  of  reach. 
The  head  is,  therefore,  extremely  flexed,  and  so 
descends  into  the  pelvic  cavity,  until  the  occiput 
being  now  below  the  right  ischial  spine,  experiences 
the  resistance  of  the  pelvic  floor  opposite  the  right 
sacro-ischiatic  ligament,  by  which  it  is  directed 
forwards.  The  forehead  is,  at  this  time,  supposing 
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flexion  to  be  marked,  too  high  to  be  influenced  by 
tbe  anterior  pelvic  plane.  Pressure  continuing,  he 
further  states,  the  occiput  rotates  forwards,  the  fore- 
head passes  round  the  left  side  of  the  pelvis,  and 
labour  is  terminated  as  in  the  second  position. 

When  this  forward  rotation  of  the  occiput  does 
not  occur,  the  labour  terminates  with  the  face  to  the 
pubes,  but  not  without  serious  difficulty.  This  ter- 
mination takes  place,  according  to  Dr  Uvedale  West, 
who  is  a great  authority  on  this  subject,  in  about 
4 per  cent,  of  occipito-posterior  positions. 

Prom  what  I have  before  stated,  it  will  be  under- 
stood that  rotation  forwards  of  the  occiput  mainly 
depends  on  flexion  of  the  chin  on  the  sternum  ; 
hence,  when  the  flexion  seems  delayed,  upward  pres- 
sure on  the  frontal  bone,  with  the  view  of  causing 
artificial  flexion,  has  been  advised,  or  downward 
traction  on  the  occiput  may  be  applied  by  the  vectis. 
It  must  be  remembered,  however,  that  spontaneous 
rotation  often  occurs  at  the  eleventh  hour. 

The  forceps  are  often  required  in  occipito-posterior 
positions,  and  when  they  are  used  traction  only 
should  be  used,  and  no  attempt  at  artificial  rotation. 
The  perinaeum  must  be  well  guarded. 

The  mechanism  of  delivery  in  the  fourth  position 
is  the  same  as  in  the  third,  the  rotation  taking  place 

from  left  to  right. 

Wjy  t/Q  .J/ 
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Face  Presentations 

These  presentations  occur  about  once  in  240  cases, 
and  are  generally  supposed  to  be  produced  from  the 
vertex  presentations  by  the  extension  of  the  occiput 
at  an  early  stage  of  labour,  which  causes  descent  of 
the  face.  The  mechanism  of  delivery  in  face  presen- 
tations bears  a very  close  analogy  to  the  mode  of 
delivery  in  vertex  presentations,  the  chin  being  looked 
upon  as  the  mechanical  equivalent  of  the  occiput. 

The  face,  like  the  vertex,  is  generally  described  as 


Fig.  4. 
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lying  at  tlie  brim  of  the  pelvis  in  four  positions, 
eacb  position  being  produced,  it  is  supposed,  from 
tbe  corresponding  vertex  presentation. 

First  Position. — The  chin  points  to  the  right  sacro- 
iliac synchondrosis,  and  the  forehead  to  the  left 
foramen  ovale ; face  in  right  oblique  diameter. 

Second  Position. — The  chin  points  to  the  left  sacro- 
iliac synchondrosis,  and  the  forehead  to  the  right 
foramen  ovale ; face  in  left  oblique  diameter. 

Third  Position. — The  forehead  looks  to  the  right 
sacro-iliac  synchondrosis,  and  the  chin  to  the  left 
foramen  ovale  ; face  in  right  oblique  diameter. 

Fourth  Position. — The  forehead  looks  to  the  left 
sacro-iliac  synchondrosis,  and  the  chin  to  the  right 
foramen  ovale  ; face  in  left  oblique  diameter. 

The  mechanism  of  delivery  in  the  first  and  second 
facial  positions  is,  viz. : 

The  occiput  first  becomes  greatly  extended  and 
pressed  back  on  the  nape  of  the  neck.  Then  the 
chin  and  front  parts  of  the  face  are  forced  through 
the  pelvis  until  they  meet  with  the  same  influences 
which  produce  forward  rotation  of  the  occiput  in 
vertex  presentations.  These  influences  in  a like 
manner  in  face  presentations,  cause  forward  rotation 
of  the  chin  (the  chin,  it  must  be  remembered,  here 
corresponds  to  the  occiput  in  vertex  positions),  which 
passes  under  the  pubic  arch  and  becomes  fixed,  the 
occiput  rotating  into  the  hollow  of  the  sacrum. 

The  uterine  pains  now  act  on  the  occiput,  as  the 
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chin  is  fixed,  and  cause  it  to  sweep  over  the  perinseum 
Fig.  5. 


and  escape  from  the  vulva.  The  mode  of  delivery  in 
the  third  and  fourth  positions  is  also  similar. 

The  rotatory  movements  of  the  chin,  however,  will 
not  he  so  extensive,  as  the  chin  points  forwards  in 
these  positions,  whereas  in  the  two  first  presenta- 
tions it  looks  backwards.  In  the  first  and  second 
positions  the  chin  in  rare  instances  refuses  to  rotate 
forwards,  and  in  these  cases  delivery  can  very  seldom 
be  terminated  without  aid. 

Diagnosis. — After  the  os  has  dilated  and  the  mem- 
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branes  ruptured,  facial  presentations  can  easily  be 
made  out.  The  nose,  orbits,  and  mouth  are  diag- 

Fig.  6. 


Passage  of  the  head  through  the  external  parts  in  face 


nostic  marks,  and  the  orifices  of  the  nostrils  indicate 
to  which  part  of  the  pelvis  the  chin  points. 

Treatment. — In  the  great  majority  of  facial  presen- 
tations no  treatment  is  required,  as  nature  can 
usually  complete  her  task. 

In  those  rare  cases,  however,  of  non-rotation 
forwards  of  the  chin,  assistance  will  be  nearly  always 
necessary. 


presentations. 
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i In  these  cases  it  has  been  recommended  to  hook 
the  finger  into  the  child’s  month  and  draw  the  chin 
forwards  during  a pain. 

Others  advise  the  forehead  to  be  pressed  upwards 
during  a pain,  so  as  to  cause  the  chin  to  descend. 

Rotation  can  sometimes  be  produced  by  the  for- 
ceps, or  perhaps  turning  may  be  possible. 

When  all  these  means  fail,  craniotomy  is  generally 
required,  but  sometimes  delivery  can  be  effected  by 
the  forceps. 

tyfAAJtAAJsi*  &utA  ~ CKAfT  l'  {*  I Ha  <v  w ^ 

Tabular  arrangement  of  the  presentations  of  the  cephalic 
extremity  of  the  foetus 


Vertex 

Occipito- anterior  positions 

I.  Occiput  to  left  foramen 
ovale,  long  diameter  of  head 
in  right  oblique  diameter. 


II.  Occiput  to  right  fora- 
men ovale,  long  diameter  of 
head  in  left  oblique  diameter. 


Face 

Mento  -posterior  positions 

I.  Forehead  to  left  foramen 
ovale  and  chin  to  right  sacro- 
iliac synchondrosis.  During 
labour  rotates  into  fourth  po- 
sition. Supposed  to  be  pro- 
duced from  first  vertex  po- 
sition. 

ii.  Forehead  to  right  fora- 
men ovale  and  chin  to  left 
sacro-iliac  synchondrosis.  Du- 
ring labour  rotates  into  third 
position.  Supposed  to  be  pro- 
duced from  second  vertex 
position. 
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Occipito-posterior  positions  Mento- anterior  positions 


ill.  Occiput  to  right  sacro- 
iliac synchondrosis.  This  po- 
sition is  the  reverse  of  the 
first,  and  during  labour  usually 
rotates  into  second. 

IV.  Occiput  to  left  sacro- 
iliac synchondrosis.  This  po- 
sition is  the  reverse  of  the 
second,  and  during  labour 
usually  rotates  into  first. 

t.  ■ I \ 4 


in.  Forehead  to  right  sacro- 
iliac synchondrosis  and  chin  to 
left  foramen  ovale.  Supposed 
to  he  produced  from  the  third 
vertex  position. 

iv.  Forehead  to  left  sacro- 
iliac synchondrosis  and  chin  to 
right  foramen  ovale.  Sup- 
posed to  be  produced  from  the 
fourth  vertex  position. 
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CHAPTER  VII 

PELVIC  PRESENTATIONS 

Under  this  heading  are  included  the  cases  where 
the  breech,  foot,  or  knee  presents,  and  as  the  me- 
chanism and  management  of  delivery  are  the  same 
in  each  instance,  they  are  most  conveniently  con- 
sidered together. 

Pelvic  presentations  are  by  no  means  rare.  The 
breech  is  the  most  frequent  and  also  the  most  favour- 
able. It  is  met  with  once  in  about  fifty  natural 
births. 

Footling  presentations  occur  only  once  in  ninety- 
five  cases,  and  knee  presentations  are  most  rare,  as 
Madame  Lachapelle  found  only  one  in  3445  instances 
of  labour. 

Diagnosis. — Pelvic  presentations  are  distinguished 
from  vertex  and  face  positions  by  discovering,  on 
abdominal  palpation,  the  foetal  head  in  the  upper 
part  of  the  uterus,  by  hearing  the  foetal  heart 
sounds  above  the  umbilicus,  and  by  finding,  on 
vaginal  examination,  the  membranes  protruding 
through  the  os  like  the  finger  of  a glove.  In  foot- 
ling cases  the  foot  or  feet  can  sometimes  be  felt 
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through  the  hag  of  waters.  After  the  membranes 
have  ruptured,  if  the  breech  presents,  it  may  be 
recognised  by  its  being  round  and  soft,  by  the  cleft 
between  the  buttocks,  by  the  hard  sacrum  with  rough 
projecting  prominences,  and  by  the  organs  of  gene- 
ration. The  finger  may  be  inserted  into  the  anus 
and  meconium  brought  away.  If  the  parts  are 
much  swollen  the  breech  might  be  mistaken  for  the 
face,  but  in  the  latter  the  bridge  of  the  nose  can  be 
made  out,  and  in  the  former  the  moveable  coccyx  and 
the  spinous  processes  of  the  sacrum  can  be  felt. 

The  knee  is  known  by  its  having  two  tuberosities 
with  a central  depression.  It  must  be  distinguished 
from  the  heel,  elbow,  or  shoulder. 

It  is  known  fronpthe  heel  by  its  having  two  tuber- 
osities instead  of  one ; from  the  elbow  by  the  latter 
having  one  sharp  tuberosity,  with  a depression  on 
each  side,  instead  of  a central  depression,  and  two 
lateral  prominences ; and  from  the  shoulder  by  the 
latter  being  more  rounded,  having  only  one  promi- 
nence, running  from  which  the  acromion  and  clavicle 
can  be  traced.  The  foot  may  be  mistaken  for  the 
hand,  but  such  a mistake  may  be  avoided  by  remem- 
bering that  all  the  toes  are  on  the  same  line,  that 
the  internal  border  of  the  foot  is  much  thicker  than 
the  external,  and  that  the  foot  is  articulated  at  right 
angles  to  the  leg. 

Division  of  Breech  Presentations. — Naegele  divides 
them  into  two  main  classes — dorso-anterior  (the 
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foetal  back  points  forwards)  and  dorso-posterior  (the 
foetal  back  looks  backwards),  the  former  being  more 
frequent  in  the  proportion  of  three  to  one. 

Each  of  these  classes  may  be  divided  into  two,  so 
as  to  make  four  positions  similar  to  those  of  the 
vertex ; the  sacrum  here  representing  the  occiput, 
viz. : 

First  Position. — Sacrum  of  child  directed  to  the 
left  foramen  ovale  of  the  mother.  Breech  in  left 
oblique  diameter  of  pelvis. 

Second  Position. — Sacrum  of  child  directed  to  the 
right  foramen  ovale  of  the  mother.  Breech  in  right 
oblique  diameter  of  pelvis. 

Third  Position. — Sacrum  of  child  points  to  the 
right  sacro-iliac  synchondrosis.  This  position  is  the 
reverse  of  the  first. 

Fourth  Position. — Sacrum  of  the  child  points  to 
the  left  sacro-iliac  synchondrosis.  This  position  is 
the  reverse  of  the  second. 

Of  these  presentations  the  first  two  (the  dor  so - 
anterior  division),  as  I have  before  stated,  are  much 
the  commonest,  so  I shall  describe  the  mechanism  of 
delivery  in  these  positions  first.  It  is  as  follows  : — The 
breech  is  first  forced  through  the  pelvic  cavity,  retain- 
ing the  same  relations  as  at  the  brim,  by  the  uterine 
pains,  until  it  reaches  the  pelvic  floor,  when  it  comes 
under  the  same  influences  which  produce  rotation  of 
the  occiput  in  vertex  presentations.  These  influences 
in  a similar  manner  here  cause  a rotation  to  take 
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place,  so  that  the  transverse  diameter  of  the  child’s 
pelvis  is  brought  into  relation  with  the  anterior- 
posterior  diameter  of  the  mother’s. 


Fig.  7. 


Pelvic  presentation  in  the  first  dorso-anterior  position. 

The  child’s  left  hip  (the  right  in  the  second  posi- 
tion) now  becomes  firmly  wedged  behind  the  pubes, 
so  that  the  uterine  pains  are  expended  on  the  poste- 
rior hip,  which  gradually  dilates  the  perinseum  and 
is  first  expelled.  The  shoulders  are  born  in  much 
the  same  way  as  the  hips,  the  left  shoulder  (the 
right  in  second  position)  becoming  fixed  behind  the 
pubes,  and  the  other  sweeping  over  the  perinseum. 
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After  the  birth  of  the  shoulders  the  head  enters 
the  pelvis  in  the  opposite  oblique  diameter,  the  face 
looking  to  the  right  sacro-iliac  synchondrosis  in  the 
first  position  and  to  the  left  in  the  second  position. 
The  chin  now  becomes  flexed  on  the  sternum,  because 
the  pains  force  down  the  anterior  part  of  the  head, 
but  are  prevented  from  forcing  down  the  occipital 
portion  by  the  upward  pressure  of  the  spinal  column. 

Rotation  follows,  the  occiput  passing  behind  the 
pubes  and  the  face  occupying  the  hollow  of  the 
sacrum. 

Fig.  8. 


Descent  of  the  head. 
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The  nape  of  the  neck  then  becomes  firmly  wedged 
under  the  pubic  arch,  so  that  the  chin  is  first  born, 
then  the  mouth  and  forehead,  and  lastly  the  occiput. 

The  arms  and  hands  of  the  child  are  usually 
placed  in  front  of  the  thorax,  and  are  born  before 
the  shoulders.  They  are  sometimes  extended  above 
the  head,  especially  in  those  cases  where  traction  has 
been  made  on  the  partly-born  body. 

In  the  dorso-posterior  form  of  pelvic  presentations 
the  birth  of  the  body  is  effected  in  the  same  way  as 
in  the  dorso-anterior  class. 

When  the  head  descends  into  the  pelvis  forward 
rotation  of  the  occiput  generally  takes  place  and  the 
labour  terminates  like  the  first  two  positions.  When, 
however,  this  rotation  does  not  occur,  the  case  usualiy 
ends  by  the  face  being  born  first  behind  the  pubes. 

Prognosis. — The  risk  to  the  mother  is  in  no  way 
increased.  The  first  stage  of  labour  ^s  generally 
slow,  but  then  it  must  be  remembered  that  the  pre- 
senting part  is  soft  and  yielding. 

The  infantile  mortality,  however,  is  grave,  espe- 
cially when  the  thighs  are  extended  and  not  flexed 
upon  the  trunk.  It  is  estimated  that  about  8 per 
cent  of  the  children  are  stillborn,  the  chief  danger 
being  the  pressure  on  the  cord  in  the  interval  elaps- 
ing between  the  birth  of  the  body  and  the  head. 

Treatment. — Ho  interference  in  pelvic  presenta- 
tions is  required,  as  a rule,  until  after  the  birth  of 
the  body,  when  the  dangers  to  the  child  commence. 


PELVIC  PRESENTATIONS 


57 


If  the  cord  seems  unduly  pressed  upon  it  must  be 
slightly  pulled  down  and  guided  to  where  the  risk 
of  pressure  is  least,  and  if  the  arms  are  extended 
above  the  head  they  must  be  brought  down  by  pass- 
ing one  or  two  fingers  over  the  shoulder  and  drawing 
the  arm  down  over  the  anterior  surface  of  the  child. 
When  the  birth  of  the  head  is  delayed,  and  it  fre- 
quently is,  assistance  will  be  absolutely  necessary,  or 
else  the  life  of  the  child  will  be  sacrificed.  The  mo- 
ment for  immediate  aid  is  indicated,  not  only  by  a 
failure  in  the  funic  circulation,  but  also  by  failure  of 
the  cardiac  action,  and  by  convulsive  movements  of 
the  respiratory  muscles  and  of  the  limbs. 

In  ordinary  cases  the  head  of  the  child  can  be 
released  by  carrying  its  body  upwards  between 
the  thighs  of  the  mother  towards  her  abdo- 
men. Now,  if  gentle  traction  be  made,  and  the 
patient  bear  down  strongly,  the  desired  end  is 
usually  attained.  Pressure  must  also  be  applied 
over  the  uterus. 

If  this  method  fails  the  occiput  should  be  pressed 
upwards  and  backwards  with  one  or  two  fingers  of 
th'e  right  hand,  while  traction  is  made  by  one  or  two 
fingers  of  the  left  in  the  child’s  mouth  ( vide  Pig.  9). 

If  this  also  is  unsuccessful  the  forceps  should  be 
applied  without  delay  to  the  sides  of  the  child’s 
head. 

Breech  presentations  sometimes  become  impacted 
in  the  pelvis  and  refuse  to  descend,  owing  to  either 
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disproportion  between  the  foetal  and  maternal  parts, 
or  to  inertia  uteri , and  such  cases  are  often  very 
troublesome  indeed. 

Fig.  9. 


The  following  operative  measures  may  be  prac- 
tised in  such  cases  (the  treatment  of  uterine  inertia 
is  described  in  Chapter  Y),  viz. : 

1.  To  apply  traction  on  the  groin  either  by  the 
fingers,  a fillet  passed  over  the  groin,  or  the  blunt 
hook. 

2.  To  break  up  the  presenting  part  by  pulling 
down  one  leg. 

3.  Embryotomy  is  at  times  required. 
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CHAPTER  VIII 

TRANSVERSE  PRESENTATIONS,  COMPLICATED  PRESEN- 
TATIONS, AND  FUNIS  PRESENTATIONS 

Transverse  Presentations  or  Cross  Births 

These  presentations  exist  when  the  long  diameter 
of  the  foetus  and  uterus  do  not  correspond.  In 
transverse  presentations  nearly  always  the  shoulder 
or  some  part  of  the  upper  extremity  presents  at  the 
os  uteri,  and  in  those  exceptional  instances  where 
some  other  portion  of  the  dorsal,  thoracic,  or  abdo- 
minal surfaces  presents  it  has  been  found  that  these 
are  usually  converted  into  shoulder  and  arm  presen- 
tations by  the  descent  sooner  or  later  of  these  parts. 

Shoulder,  elbow,  and  hand  presentations  can  be 
considered  together,  since  their  mechanism  and 
management  are  similar.  Dr  Churchill’s  statistics 
show  that  the  superior  extremity  presents  once  in 
about  230  cases. 

They  are  divided  into  two  classes  : dorso-anterior 
(child’s  back  towards  mother’s  abdomen),  and  dorso- 
posterior  (child’s  back  towards  mother’s  spine)  ; of 
these  classes  the  former  is  the  more  frequent  in  the 
proportion  of  two  to  one. 
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Each  of  these  classes  is  subdivided  into  two 
varieties,  according  as  the  head  of  the  child  is  placed 
in  the  right  or  left  iliac  fossa. 

Causation. — It  is  not  at  all  clear  what  are  the 
causes  of  these  presentations,  but  the  following  are 
thought  to  be  undoubted  causes  : 

1.  Deformity  at  the  pelvic  brim. 

2.  Excessive  amount  of  liquor  arnnii.  T> 

3.  Prematurity  of  the  foetus.  ) 

4.  Uterine  obliquity  and  irregularity  in  the  shape 
of  the  uterine  cavity. 

5.  Low  placental  attachment. 

6.  Accidents  and  injuries. 

Diagnosis. — It  is  of  the  utmost  importance  that 
transverse  presentations  and  the  exact  position  of 
the  foetus  should  be  made  out  as  early  as  possible, 
so  that  treatment  may  be  commenced  at  the  most 
favourable  moment. 

When  the  presentation  is  high  up  and  the  mem- 
branes whole,  the  nature  of  the  case  can  at  times 
be  detected  by  abdominal  examination,  when  the 
head  will  be  felt  in  one  iliac  fossa  and  the  breech 
in  the  other.  The  woman’s  abdomen  also  will  be 
peculiar  in  shape  and  elongated  in  the  transverse 
direction. 

On  vaginal  examination  at  this  early  stage,  the 
diagnosis  is  often  difficult,  but  the  bag  of  waters  will 
be  found  protruding  through  the  os  like  the  finger 
of  a glove,  and  it  is  very  important  that  they  should 
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be  kept  intact,  so  tbe  examination  must  be  made 
with  care  in  the  interval  between  the  pains. 

The  following  are  the  chief  points,  &c.,  of  the 
different  transverse  presentations  : 

The  shoulder  is  round  and  smooth,  with  the  sharp 
acromion  situated  at  one  point.  The  clavicle,  the 
spine  of  the  scapula,  and  the  axilla  may  be  made 
out.  It  must  be  distinguished  from  the  breech.1  X /'l  <6  Z 

The  elbow  has  a sharp  prominence,  with  the  lesser 
prominences  of  the  condyles 2 on  either  side  of  it.  > > 
The  hand  must  be  distinguished  from  the  foot.3  ) ? 

The  exact  position  of  the  child  can  be  ascertained 
by  either  of  the  following  three  ways  : 

I.  Sometimes  by  abdominal  palpation. 

II.  The  axilla  and  elbow  point  towards  the  feet ; 
thus,  if  either  of  these  are  felt  pointing  to  the 
right  side  the  head  will  be  placed  in  the  left  iliac 
fossa,  &c. 

The  clavicle  looks  the  same  way  as  the  child’s 
abdomen,  and  the  spine  of  the  scapula  corresponds 
to  its  back,  so  if  either  of  these  can  be  made  out  the 
position  of  the  child’s  back  is  ascertained. 

III.  By  bringing  down  an  arm  and  hand.  When 
the  hand  of  the  child  is  supine,  the  palm  corre- 
sponds to  the  abdominal  surface  and  the  thumb 
points  to  the  head. 

1 Vide  “ Diagnosis  of  Breech.5' 

2 Vide  “ Diagnosis  of  Knee.’5 

3 Vide  “ Diagnosis  of  Foot.’5 
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To  find  out  whether  the  hand  is  right  or  left  the 
examiner  mnst  either  place  the  palm  of  his  hand  on 
the  child’s  palm — his  finger  tips  pointing  upwards 
towards  its  forearm — when,  if  the  thumbs  corre- 
spond, so  do  the  hands,  or  he  may  place  his  own 
hand  in  the  same  position  as  that  of  the  foetus  ; and 
this  will,  in  a simple  and  easy  way,  enable  him  to 
find  out  whether  it  is  right  or  left. 

Strictly  speaking,  there  is  no  mechanism  of  de- 
livery  in  a normal  transverse  presentation — when 
the  pelvis  is  of  normal  dimensions  and  the  foetus 
living  and  of  average  size — because  here  nature 
always  requires  the  assistance  of  art.  When  no 
assistance  is  forthcoming  as  much  of  the  foetus  as 
possible  is  forced  down  and  wedged  into  the  cavity 
of  the  pelvis.  The  child  soon  succumbs  to  the  con- 
tinuous pressure  to  which  it  is  now  exposed,  and  the 
mother,  after  much  suffering,  ere  long  also  succumbs 
from  prostration  and  exhaustion.  Rupture  of  the 
uterus  may  occur  and  the  parturient  canal  will  be  in 
a sloughing  state. 

In  those  cases  where  the  pelvis  is  unusually  roomy 
or  the  child  very  small,  nature  may  relieve  herself 


by  a spontaneous  process  of  delivery  called  “ spon- 
taneous evolution.” 

There  are  two  varieties  of  this  mode  of  delivery, 

in  one  of  which  the  head  is  first  born,  and  in  the 
>,'T 

other  the  breech;  The  former  is  very  rare  indeed, 
so  here  I shall  only  give  the  method  of  delivery  in 

i. 


?) 
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the  more  common  variety.  It  is  as  follows  : — The 
shoulder  and  arm  descend  until  they  become  fixed 
against  the  subpubic  arch,  where  they  are  arrested 
and  form  a centre,  upon  which  the  whole  body  of  the 
child  rotates  (Fig.  10).  The  uterine  contractions  are 


Fi  a.  10. 


Commencement  of  spontaneous  evolution. 


now  expended  on  the  breech,  which  part  with  the 
body  therefore  descend  more  and  more,  until  at 
last  they  sweep  over  the  perinaeum  and  are  born 
(Fig.  11).  The  head,  which  is  last  born,  may  require 
artificial  aid. 

As  a very  rare  termination  of  these  presentations 
I must  mention  the  one  known  as  “ spontaneous 
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version,”  where  some  other  part  of  the  foetus  is  sub- 
stituted for  that  originally  presenting. 


Fig.  11. 


Further  pi’ogress  of  spontaneous  evolution. 


Treatment. — The  treatment  consists  in  performing 
the  operation  of  turning.  When  possible  this 
operation  should  be  effected  hj  external  manipula- 
tion only,  or  by  combined  external  and  internal 
manipulation,  and  the  ordinary  operation  of  turning 
should  only  be  practised  when  tbe  first  two  methods 
have  failed. 

When  turning  is  impossible,  the  size  of  the  child 
will  have  to  be  reduced  either  by  decapitation  or 
evisceration  before  extracting  it. 

These  operations  are  described  in  Chapter  XIY. 
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Complicated  or  Compound  Presentations 

These  are  said  to  exist  when  certain  parts,  ana- 
tomically distant  from  each  other,  come  together 
towards  the  os  uteri ; thus,  the  hand  or  the  hand  and 
foot  may  present  along  with  the  head,  or  the  feet 
and  hands,  or  one  of  each,  may  form  the  presenting 
parts.  The  funis  often  presents  with  the  feet  and 
hands,  and  when  this  is  the  case  the  foot  should  be 
drawn  down,  and  thus  complete  podalic  version. 

Podalic  version  is  also  required  when  the  hand 
and  foot  present  with  the  head.  When  only  the 
hand  presents  with  the  head  no  treatment,  as  a rule, 
is  required. 

Funis  Presentation  or  Prolapsed  Funis 

This  affection  exists  when  the  cord  falls  down 
past  the  presenting  part.  It  occurs,  according  to 
Churchill,  once  in  about  250  cases. 

Causation . — 1.  Conditions  which  prevent  the  pre- 
senting part  from  properly  fitting  the  pelvis  as — 

1.  Malpresentations,  especially  transverse  and 
footling  cases. 

II.  Pelvic  contraction. 

2.  Large  amount  of  liquor  amnii. 

3.  Excessive  length  of  cord. 

4.  Low  placental  insertion 

5.  Sudden  and  early  rupture  of  the  membranes. 

6.  An  unduly  small  child. 


5 
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Prognosis. — The  infantile  mortality  is  very  great 
indeed,  even  more  so  than  in  transverse  presenta- 
tions, as  more  than  half  the  children  are  stillborn. 
The  dangers  to  the  mother  may  be  said  to  be  nil. 

Treatment. — If  the  child  is  dead,  provided  the  pre- 
sentation does  not  require  any  management,  leave 
the  case  to  nature.  When  the  child  is  living  the 
indications  of  treatment  to  be  observed  are  the 
entire  relief  of  the  cord  from  pressure,  or  its  removal 
to  where  it  will  be  subjected  to  the  minimum  of 
compressing  force. 

I.  The  membranes  must  be  preserved  intact  as 
long  as  possible.  As  long  as  the  waters  remain 
whole,  the  cord  is  under  the  most  favourable  condi- 
tions that  could  exist. 

II.  After  the  membranes  have  ruptured  endeavour 
to  push  the  cord  above  the  presenting  part,  and  to 
retain  it  there  until  the  presenting  part  fills  the 
pelvis  ; or — 

III.  Place  the  cord  at  the  angle  of  junction  of  the 
sacrum  with  the  ilium  ; or — 

IV.  The  postural  treatment  is  sometimes  success- 
ful, the  cord  slipping  up  away  from  harm. 

If  these  methods  fail  either  use  the  forceps,  turn, 
or  leave  the  case  to  nature,  according  to  the  circum- 
stances of  the  case. 
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CHAPTER  IX 


INVERSION  OF  THE  UTERUS1 

This  affection  exists  when  the  uterus  is  turned 
wholly  or  partially  inside  out.  The  inversion  may 
occur  in  various  degrees,  but  three  are  usually 
described  : 

1.  Depression.  The  fundus  falls  inwards,  pro- 
ducing a cup-shaped  depression.  Vide  fig.  12. 

2.  Introversion.  Depression  greater,  and  the  in- 
verted portion  may  project  through  the  os  in  the 
form  of  a round  ball,  not  unlike  the  body  of  a 
polypus. 

3.  Perversion.  This  is  very  rare.  The  whole  of 
the  cervix,  as  well  as  the  body  of  the  uterus,  is  com- 
pletely inverted. 

Inversion  may  be  acute  or  chronic. 

Dr  Barnes  defines  acute  inversion  as  ending  with 
the  completion  of  the  involution  of  the  uterus. 

1 This  must  be  considered  a very  grave  disease,  as  Cross 
states  that  about  one  third  of  all  cases  are  fatal,  either  very 
soon  or  within  a month.  Death  may  be  due  to  haemorrhage, 
and  the  shock  alone  is  sometimes  so  great  as  to  quickly  cause 
death. 
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When  the  process  is  complete,  the  case  is  chronic ; 
but  here  the  acute  form  only  has  to  be  considered. 


Fig.  12. 


Commencing  inversion  of  the  uterus,  from  a preparation  in  the 
Guy’s  Hospital  Museum. 

Causes. — Acute  version  is  the  result  of  parturi- 
tion, being  caused  either  by  traction  on  the  cord  to 
remove  the  placenta,  or  by"*miproperly  applied  pres- 
sure over  the  fundus  uteri.  It  sometimes  occurs 
„ spontaneously,  but  it  is  rare  under  any  condition. 

If  Partial  and  irregular  contraction  of  an  enlarged 
uterus  is  said  to  be  a cause,  the  upper  part  of  the 
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uterus  being  probably  relaxed,  and  the  lower  part 
contracted. 

— Inversion  generally 
takes  place  shortly  after  the  birth  of  the  child,  often 
before  the  placenta  is  expelled.  The  symptoms  vary 
much,  but  are  usually  well  marked  in  recent  cases. 
They  are — severe  nervous  depression,  collapse,  and 
generally  free  haemorrhage,  which  may  be  so  profuse 
as  to  place  the  patient  in  the  greatest  danger. 

Occasionally,  severe  abdominal  pains  and  cramps 
are  present. 

On  abdominal  examination  the  fundus  uteri 
cannot  be  felt,  or  its  centre  presents  a cup -like 
depression,  which  can  easily  be  made  out.  On 
vaginal  examination  the  uterus  will  be  felt  in  the 
vagina,  or  may  even  be  seen  outside  the  vulva. 

In  slight  cases  there  may  be  no  symptoms,  or  only 
the  cup-shaped  depression  of  the  fundus  may  be 
felt. 

The  diagnosis  of  this  disease  is  often  very  difficult 
indeed. 

When  the  inversion  occurs  before  the  placenta  is 
expelled,  the  nature  of  the  case  presents  no  difficulty, 
but  it  is  otherwise  if  the  labour  has  been  completed ; 
then  the  rounded  mass  of  the  uterus  in  the  vagina 
very  much  resembles  a fibroid  polypus.  The  follow- 
ing tabulated  form  shows  the  differences  between 
inversion  and  a fibroid  polypus  of  the  uterus  : 
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Inversion  or  Utertjs. 

History  of  Case. — In  recent 
inversion  the  sudden  shock  and 
haemorrhage  following  labour 
will  lead  to  a successful  diag- 
nosis. 

On  abdominal  examination 
the  fundus  uteri  can  either  not 
he  felt,  or  its  centre  presents  a 
cup-shaped  depression. 

On  vaginal  examination  a 
tumour  will  be  felt,  painful 
and  easily  bleeding  on  mani- 
pulation. Its  size  and  consist- 
ence alter  from  contraction  to 
dilatation. 

Any  attempts  to  move  the 
tumour  cause  great  pain. 
Movement  very  limited. 

Ovoid  tumour  ending  abrupt- 
ly by  a more  extensive  attach- 
ment. 

In  partial  inversion,  in  pass- 
ing the  sound  between  the 
tumour  and  os,  it  will  he  ar- 
rested at  less  than  the  normal 
length.  In  complete  inversion 
there  will  be  only  a furrow 
where  the  lateral  walls  of  the 
tumour  are  continuous  with 
the  vagina. 


Fibroid  Polypus  oe  Uterus. 

History  Different.  — The 
expulsion  of  a polypus  rarely 
produces  severe  shock. 

Uterus  in  situ.  Its  fundus 
will  not  be  cupped. 

On  vaginal  examination  a 
tumour  will  be  felt.  It  will 
not  be  sensitive,  neither  will  it 
change  its  size  or  consistence. 

Any  attempts  to  move  the 
tumour  cause  no  particular 
pain.  Movement  not  so  li- 
mited. 

Tumour  usually  ovoid,  nar- 
rowing towards  its  upper  part.,* 

On  passing  the  sound  be- 
tween the  tumour  and  os,  it 
will  not  be  arrested  at  less 
than  the  normal  length ; but, 
on  the  contrary,  often  passes 
to  a greater  distance. 
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The  diagnosis  will  be  much  more  difficult  when 
inversion  and  a polypus  coexist.  From  simple  pro- 
lapsus or  procidentia  occurring  immediately  after 
labour,  inversion  can  easily  be  distinguished  by 
means  of  the  sound.  Its  admittance  for  a distance 
of  two  and  a half  inches  or  more  proves  the  non- 
existence of  inversion. 

Treatment. — The  uterus  must  be  reinverted.  In 
recent  cases,  where  the  diagnosis  is  at  once  made 
out,  reposition  is  generally  effected  without  much 
difficulty ; therefore,  it  is  of  the  utmost  importance 
that  treatment  should  be  commenced  without  delay. 
Seduction  increases  in  difficulty  in  a direct  ratio  to 
the  number  of  hours  which  have  elapsed  since  the 
accident  happened. 

Dr  Braxton  Hicks  gives  the  following  rules  of 
treatment  of  the  cases  as  they  occur  just  after 
labour : 

1.  Give  a stimulant,  if  any  tendency  to  collapse. 

2.  Peel  off  the  placenta. 

3.  Grasp  the  uterus  by  both  hands  if  it  be  outside 
the  vagina ; if  inside,  pass  one  hand  within  the 
vagina,  and  then  grasp  the  uterus.  Compress  it 
gently  and  slowly  until  it  becomes  smaller ; when  it 
seems  smaller,  gently  push  it  upwards  through  the 
yielding  cervix,  retaining  the  grasp  till  it  has  passed 
within  the  cervix;  then,  withdrawing  finger  by 
finger,  push  it  completely  up  by  the  tips.  Grasp 
now  the  organ  externally,  and,  if  it  be  in  normal 


72 


NOTES  ON  MIDWIFERY 


shape,  give  a dose  of  secale  to  fix  it  permanently. 
If  there  be  much  difficulty  to  restore  it,  then  place 
the  patient  under  chloroform,  and  again  make  the 
attempt.  Keep  the  patient,  he  further  states,  on 
the  couch  longer  than  after  a usual  delivery.  In 
those  cases  where  the  placenta  is  still  in  utero,  a 
good  many  authorities  advise  that  the  uterus  should 
be  restored  to  its  normal  site  (or  an  attempt  should 
be  made  to  do  so)  before  the  placenta  is  removed, 
because  its  removal  favours  haemorrhage  by  ruptur- 
ing the  utero -placental  vessels. 

It  must  be  remembered,  however,  that  if  the  pla- 
centa is  taken  away  at  once,  the  size  of  the  uterus  is 
diminished,  and  its  reduction  rendered  much  easier. 

When  the  taxis  fails,  reposition  can  nearly  always 
be  effected  by  gradual  and  continuous  pressure  on 
the  tumour  by  means  of  an  air  or  water  bag  intro- 
duced into  the  vagina  and  then  distended. 
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CHAPTEE  X 

RUPTURE  OP  THE  UTERUS 

This  is  a very  fatal  disease,  but  fortunately  it  is 
rare.  It  is  nearly  always  met  witb  during  labour, 
and  the  laceration  may  occur  in  any  part  of  the 
uterus,  but  its  most  frequent  seat  is  near  the  junc- 
tion of  the  body  with  the  cervix. 

The  rupture  is  generally  vertical,  and  it  may  be 
partial  or  complete,  the  latter  being  the  more 
common. 

Causes. — 1.  Defective  proportion  between  the  child 
and  pelvis  as — 

1.  Pelvic  contraction. 

II.  Morbid  states  of  foetus. 

III.  Malpresentations. 

2.  Morbid  states  of  the  uterine  tissues,  as — 

I.  Malignant  disease. 

II.  Degeneration  (fatty). 

III.  Inflammation. 

IY.  Fibroid  tumours  of  uterus. 

Y.  Alterations  in  the  tissues  from  blows,  &c. 

YI.  Thinning  or  partial  atrophy  of  the  uterus. 

YII.  Extreme  rigidity  of  os,  &c. 
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3.  Accidents,  injuries,  &c.,  as — 

I.  Falls. 

II.  Concussions. 

III.  Over-exertion. 

IY.  Mai- treatment  by  the  accoucheur,  as  clumsy 
manipulation  in  turning,  &c. 

4.  Excessive  uterine  action,  as  from  the  injudi- 
cious use  of  ergot,  &c. 

The  causes  of  this  disease  are  often  divided  into 
predisposing  and  exciting.  The  first  of  these  divi- 
sions comprises  the  first  and  second  of  the  above- 
mentioned  divisions,  while  the  second  includes  the 
remaining  two. 

Symptoms. — They  are — 

1.  Sudden  abdominal  pain,  which  generally  occurs 
at  the  height  of  an  uterine  contraction,  and  is  some- 
times accompanied  with  a snap,  which  may  be 
audible. 

2.  Escape  of  blood  from  the  vagina,  but  the 
haemorrhage  may  be  altogether  into  the  peritoneal 
cavity. 

3.  Cessation  of  the  uterine  pains. 

4.  Secession  of  the  presenting  part  and  escape  of 
the  foetus,  either  wholly  or  partly,  into  the  abdominal 
cavity. 

5.  Severe  general  shock  and  prostration,  &c.  ; the 
patient  becomes  pallid,  the  pulse  rapid,  weak,  and 
irregular,  the  skin  cold  and  clammy,  the  respiration 
laboured,  and  the  stomach  ejects  its  contents,  <fcc. 
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In  some  cases  the  symptoms  may  not  appear  for 
hours,  or  even  days,  or  they  may  be  so  obscure  that 
the  nature  of  the  case  may  be  only  revealed  after 
death. 

Prognosis. — This  is  a very  fatal  accident,  especially 
to  the  child. 

Dr  Jolly  estimates  that  the  maternal  mortality  is 
1 in  6,  but  probably  this  estimation  is  too  low. 

Treatment. — The  rules  of  treatment  are — 

1.  To  remove  the  child  and  placenta  as  soon  as 
possible.  If  the  child  is  still  in  utero,  deliver,  if  it 
is  possible,  per  vias  naturales,  either  by  turning, 
by  forceps,  or  by  cephalotripsy,  according  to  the 
nature  of  the  case. 

If  the  placenta  has  escaped  into  the  peritoneal 
cavity,  traction  on  the  cord  may  bring  it  within 
reach,  or  else  the  hand  must  be  passed  through  the 
opening. 

2.  When  the  child  has  escaped  into  the  abdominal 
cavity,  the  operation  of  gastrotomy  should  be  per- 
formed. This  operation  may  also  be  required  in 
cases  where  the  child  is  still  in  utero , if  extreme 
pelvic  contraction  prevents  delivery  by  the  natural 
channel. 

When  “ rupture  ” occurs  in  the  course  of  preg- 
nancy, the  treatment  varies  with  the  time  of  utero- 
gestation  at  which  the  accident  takes  place.  If  it 
should  happen  in  the  early  months  of  pregnancy,  the 
case  had  better  be  left  to  nature ; but  when  it  occurs 
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in  the  latter  months,  if  the  foetus  has  escaped  into 
the  abdominal  cavity,  gastrotomy  ; otherwise  dilate 
the  os  and  deliver  by  turning,  leave  the  case  to 
nature,  or  perform  gastrotomy,  and  extract  the  child 
from  the  womb  by  enlarging  the  laceration,  should 
this  be  necessary. 
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CHAPTEE  XI 

HAEMORRHAGE  BEFORE  DELIVERY 

1.  Unavoidable  Hemorrhage;  Placenta  Previa 

Placenta  previa,  or  placental  presentation,  con- 
sists in  tlie  attachment  of  the  placenta,  wholly  or 
partially,  over  the  internal  os  nteri.  If  it  is  attached 
to  the  whole  circumference  of  the  cervix,  it  is  known 
as  “complete”  placenta praevia,  or  placenta  centralis; 
if  a portion  only  of  the  cervix  is  implicated,  then  it 
is  usually  designated  “ partial  ” placenta  prsevia,  or 
placenta  lateralis. 

Causes . — The  causation  of  placental  presentation 
is  still  in  obscurity. 

Dr  Tyler  Smith  thought  the  cause  might  he  due 
to  the  ovule  not  becoming  impregnated  until  it  had 
reached  the  lower  part  of  the  uterine  cavity.  Other 
authorities  have  supposed  that  the  uterine  mucous 
membrane  is  less  swollen  and  turgid  than  usual,  and, 
therefore,  offers  less  hindrance  to  the  descent  of  the 
ovule,  or  that  the  uterine  cavity  may  be  of  unusual 
shape  or  size. 

Symptoms. — During  the  early  months  of  utero- 
gestation  there  are  no  signs  to  indicate  the  existence 
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of  this  affection,  and  if  haemorrhage  should  occur, 
abortion  would  most  likely  be  the  result. 

The  earliest  symptom  to  direct  attention  to  the 
nature  of  the  case  is  the  sudden  occurrence  of  haemor- 
rhage, which  generally  commences  during  the  last 
three  months  of  pregnancy,  or  not  until  labour  has 
actually  set  in ; and  the  more  advanced  the  pregnancy 
the  greater  is  the  discharge,  as  a rule.  If  the  case  be 
left  to  nature,  the  flooding  usually  recurs  after  an 
uncertain  interval — it  may  be  a few  days,  a week,  or 
month — and  then  it  again  sets  in,  but  in  a much 
more  severe  form.  Premature  labour  often  comes 
on  after  one  or  more  haemorrhages. 

On  vaginal  examination,  the  os  uteri  is  usually 
sufficiently  open  to  admit  the  finger,  so  that  some 
portion  of  the  placenta  can  be  felt. 

Prognosis. — This  is  very  grave.  Read  estimates 
that  1 in  4<\  of  the  mothers  die,  and  Churchill  states 
that  more  than  half  the  children  are  lost. 

It  sometimes  happens,  however,  in  rapid  deliveries, 
when  the  pains  are  very  strong,  that  labour  is  con- 
cluded with  very  little  haemorrhage  of  gravity. 

Treatment. — Dr  Playfair  gives  the  following  sum- 
mary of  rules  for  treatment : 

I.  Before  the  child  has  reached  a viable  age,  tem- 
porise, provided  the  haemorrhage  be  not  excessive, 
until  pregnancy  has  advanced  sufficiently  to  afford  a 
reasonable  hope  of  saving  the  child. 

II.  In  haemorrhage  occurring  after  the  seventh 
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month,  no  attempt  should  be  made  to  prolong  the 
pregnancy. 

III.  In  all  cases  in  which  it  can  be  easily  effected, 
the  membranes  should  be  ruptured.  By  this  means, 
uterine  contractions  are  favoured,  and  the  bleeding 
vessels  compressed. 

IY.  If  the  haemorrhage  be  stopped,  the  case  may 
be  left  to  nature. 

If  flooding  continue,  and  the  os  be  not  sufficiently 
dilated  to  admit  of  the  labour  being  readily  termi- 
nated by  turning,  the  os  and  the  vagina  should  be 
carefully  plugged,  while  uterine  contractions  are 
farther  promoted  by  abdominal  bandages,  uterine 
compression  and  ergot.  The  plug  must  not  be  left 
in  beyond  a few  hours. 

Y.  If,  on  removal  of  the  plug,  the  os  be  sufficiently 
expanded,  and  the  general  condition  of  the  patient 
be  good,  the  labour  may  be  terminated  by  turning, 
the  bi-polar  method  being  used  if  possible.  If  the 
os  be  not  open  enough,  it  may  be  advantageously 
dilated  by  a Barnes’  bag,  which  also  acts  as  a plug. 

YI.  Instead  of,  or  before  resorting  to,  turning,  the 
placenta  may  be  separated  around  the  site  of  its  at- 
tachment to  the  cervix.  This  practice  is  especially 
to  be  preferred  when  the  patient  is  much  exhausted, 
and  in  a condition  unfavourable  for  bearing  the 
shock  of  turning. 
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Accidental  Hemorrhage 

This  is  the  haemorrhage  which  is  due  to  separation 
of  a normally  situated  placenta. 

The  blood  is  effused  from  the  ruptured  utero- 
placental vessels,  and  it  may  either  escape  extern- 
ally or  collect  internally  and  give  rise  to  grave 
symptoms,  or  even  cause  death.  In  fact,  rupture 
of  the  uterus  has  occurred  from  over- distension  of 
its  cavity  with  blood. 

Causation . — It  is  generally  caused  by  some  injury 
or  exertion,  as  falls,  strains,  &c. 

It  usually  occurs  in  women  who  have  had  large 
families,  or  who  are  debilitated  from  disease,  or  anti- 
hygienic  conditions.  It  is  rarely  met  with  in  the 
joung  and  robust.  At  times,  it  seems  to  be  idio- 
pathic. 

Symptoms  and  Diagnosis. — Accidental  haemorrhage 
may  come  on  either  before  or  during  labour,  but  it 
is  rarely  severe  until  the  latter  months  of  utero- 
gestation,  and  often  not  until  the  commencement  of 
labour. 

When  the  blood  escapes  externally,  there  is  no 
difficulty  in  arriving  at  a diagnosis ; but,  when  it 
collects  internally,  the  nature  of  the  case  may  not  be 
apparent.  In  concealed  haemorrhage,  the  prominent 
symptoms  are  great  shock  and  collapse,  with  the 
usual  signs  attending  severe  loss  of  blood,  as  pallor, 
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coldness  of  the  shin,  great  restlessness,  quick  and 
feeble  pulse,  dimness  of  vision,  sighing  respira- 
tions, &c. 

Uterine  pain  is  generally  felt,  of  a tearing  and 
stretching  character. 

The  symptoms  of  “ ruptured  uterus  ” somewhat 
resemble  this  haemorrhage  ; but,  by  attending  to  the 
two  following  points,  the  diagnosis  can  generally  be 
established : 

I.  Rupture  of  the  uterus  does  not  occur,  as  a 
rule,  until  labour  has  been  some  time  in  progress. 
Haemorrhage  generally  occurs  either  before  labour 
has  begun,  or  at  an  early  period  of  parturition. 

II.  On  vaginal  examination  in  “ rupture,”  the  pre- 
senting parts  will  be  found  to  have  receded,  or  the 
child  may  be  felt  in  the  abdominal  cavity  through 
the  abdominal  walls. 

Prognosis. — In  the  external  form  of  haemorrhage 
it  is  favourable;  but  in  the  “concealed  variety”  it 
is  very  grave.  The  infantile  mortality  is  very  great 
indeed. 

Treatment. — In  both  forms  of  haemorrhage,  the 
first  thing  to  do  is  to  rupture  the  membranes  ; then 
uterine  contraction  may  be  encouraged  by  uterine 
compression,  ergot,  &e. ; and,  if  there  is  much  de- 
pression, stimulants  are  needed.  A firm  external 
bandage  should  be  applied  to  prevent  any  accumula- 
tion of  blood  from  taking  place  in  utero. 

If  these  means  fail  to  excite  the  uterus  to  expel  its 
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contents,  or  if  the  haemorrhage  continues,  it  will  be 
necessary  to  deliver,  at  once,  by  turning ; the  cervix, 
if  necessary,  being  dilated  by  one  of  Barnes’s  bags. 
The  forceps  may  be  used  if  the  head  is  low  in  the 
pelvis. 
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CHAPTEE  XII 

HAEMORRHAGE  AFTER  DELIVERY 

The  haemorrhage  which  occurs  during  or  shortly 
after  the  third  stage  of  labour  is  known  as  “ post- 
partum haemorrhage.”  When,  however,  the  haemor- 
rhage does  not  commence  until  a few  hours  or 
several  days  after  parturition,  it  is  usually  called 
“ secondary  post-partum  haemorrhage.” 

Causation. — 1.  Uterine  inertia.  This  is  the  most 
important  and  common  cause  of  haemorrhage,  and, 
therefore,  all  the  factors  which  tend  to  produce 
atony  of  the  uterus,  as  general  debility,  a tedious 
labour,  frequent  child-bearing,  residence  in  tropical 
climates,  over- distension  of  the  uterus,  &c.,  also  tend 
indirectly  in  producing  haemorrhage. 

2.  Eetained  placenta.  This  is  another  cause  of 
the  post-partum  haemorrhage. 

The  principal  causes  of  retention  of  the  placenta 
are : 

1.  Uterine  inertia. 

2.  Partial  and  irregular  uterine  action. 

3.  Adherent  placenta. 
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The  causes  of  the  “ secondary  haemorrhage  ” are : — 
(a)  General  ( b ) Local. 

The  general  causes  are  : 

1.  Premature  exertion. 

2.  Premature  coitus. 

3.  Mental  emotion. 

4.  General  debility. 

The  local  causes.  Dr  Playfair  thus  classes 
them: 

1.  Irregular  and  inefficient  contraction  of  the 
uterus. 

2.  Clots  in  the  uterine  cavity. 

3.  Portions  of  retained  placenta  or  membranes. 

4.  Retroflexion  of  the  uterus. 

5.  Laceration  or  inflammatory  state  of  the  cervix. 

6.  Thrombosis  or  hematocele  of  the  cervix  or 
vulva. 

7.  Inversion  of  the  uterus. 

8.  Fibroid  tumours  or  polypus  of  the  uterus. 

j Symptoms. — The  external  discharge  is  generally 
the  most  prominent  and  alarming  sign  of  this  dis- 
ease, but  it  must  be  borne  in  mind  that  in  some 
cases  the  hemorrhage  may  be  almost  entirely 
internal,  owing  to  some  mechanical  impediments  to 
escape,  as  occlusion  of  a narrow  cervix  by  a clot,  &c. 

The  loss  of  blood  in  severe  cases  may  be  to  such 
an  alarming  extent  as  to  place  the  patient  in  a few 
seconds  in  the  greatest  jeopardy.  There  will  be  all 
the  usual  symptoms  accompanying  severe  haemor- 
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rhage,  as  faintness,  death-like  pallor,  rapid  and 
small  pulse,  cold  and  clammy  skin,  defective  vision, 
gastric  irritation,  sighing  respiration,  &c.  If  the 
flooding  continues,  the  patient  becomes  extremely 
restless,  the  breathing  becomes  more  sighing  and 
gasping,  and  when  there  is  loss  of ‘sight,  jactitation 
of  the  limbs,  convulsions,  &c.,  death  is  not  far 
distant. 

On  abdominal  examination  the  uterus  will  be 
found  enlarged  and  soft,  or  its  outline  may  be  so 
indistinct  that  nothing  but  softness  and  flaccidity 
may  be  felt. 

Treatment. — It  is  (a)  preventive  and  (b)  curative. 

The  preventive  treatment  consists  in  the  proper 
management  of  the  third  and  after  stage  of  labour, 
and  will  be  described  hereafter. 

The  curative  treatment  consists  in  promoting 
uterine  contraction,  and  when  the  uterus  refuses  to 
contract  in  producing  thrombosis  in  the  uterine 
vessels. 

There  are  various  ways  in  promoting  uterine  con- 
traction, but  the  one  which  is  generally  first  prac- 
tised is  uterine  pressure.  The  uterus  is  grasped  in 
the  hand  through  the  abdominal  walls,  and  by  this 
means  is  generally  excited  to  contract.  "When  this 
is  the  case  the  contraction  must  be  kept  up  by 
gently  kneading  the  organ  for  some  time.  Ergot 
should  also  be  given,  and  the  patient  allowed 
abundance  of  fresh  air.  If  the  haemorrhage  con- 


86 


NOTES  ON  MIDWIFERY 


tinues  other  treatment  must  also  he  tried,  as  passing 
the  hand  into  the  uterus,  or  introducing  a piece  of 
ice,  or  injecting  iced  water  into  the  organ. 

Flapping  the  lower  part  of  the  abdomen  with  a 
wet  towel  may  also  be  practised,  and  the  abdominal 
aorta  may  be  compressed.  When  these  methods  fail 
to  induce  uterine  contraction,  it  will  be  necessary  to 
apply  a powerful  styptic  to  the  inner  surface  of  the 
uterine  walls,  so  as  to  cause  thrombosis  in  the  vessels. 

Dr  Playfair  recommends  the  Liquor  Ferri  Per- 
chloridi  of  the  London  Pharmacopoeia,  diluted  with 
six  times  its  bulk  of  water.  This  can  be  applied  by 
means  of  a Higginson’s  syringe. 

Dr  Barnes  recommends  the  following  practice  : — 
“ You  have  the  Higginson’s  syringe,  adapted  with 
an  uterine  tube  eight  or  nine  inches  long.  Into  a 
basin  or  shallow  jug,  pour  a mixture  of  4 oz.  of  the 
Liquor  Ferri  Perchloridi  Fortior  of  the  British  Phar- 
macopoeia, and  12  oz.  of  water.  The  suction  tube 
of  the  syringe  should  reach  to  the  bottom  of  the 
vessel.  Pump  through  the  delivery  tube  two  or 
three  times  to  expel  air,  and  ensure  the  filling  of  the 
apparatus  with  the  fluid  before  passing  the  uterine 
tube  into  the  uterus.  This,  guided  by  the  fingers  of 
the  left  hand  in  the  os  uteri,  should  be  passed  up  to 
the  fundus.  The  injection  should  then  be  effected 
slowly  and  steadily,  when  you  will  find  the  fluid 
come  back  into  the  vagina  mixed  with  coagula, 
caused  by  the  action  of  the  fluid.  The  haemostatic 
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effect  of  the  iron  is  produced  in  three  ways.  First, 
there  is  direct  action  in  coagulating  the  blood  in  the 
mouths  of  the  vessels ; secondly,  it  acts  as  a powerful 
astringent  on  the  inner  membrane  of  the  uterus, 
strongly  corrugating  the  surface,  and  thus  con- 
stringing the  mouths  of  the  vessels  ; thirdly,  it  often 
provokes  some  amount  of  contractile  action  of  the 
muscular  wall.” 

The  tendency  to  syncope  must  be  combated  by 
brandy  and  opium  in  combination^  and  when  re- 
action sets  in  with  its  severe  headache,  general 
depression,  &c.,  opium  is  the  remedy  “ par  excel- 
lence.” 

The  patient  must  also  be  kept  perfectly  quiet  in  a 
darkened  room,  and  allowed  a nutritious,  easily- 
digested  diet.  When  the  bleeding  commences 
before  the  placenta  is  expelled,  the  hand  should  be 
at  once  passed  into  the  uterus,  and  the  after- birth 
removed,  if  placental  expression  fails. 

If  the  placenta  is  retained  in  utero  from  “ adhe- 
sion,” which  may  be  due  to  some  morbid  state  of 
the  decidua  or  placenta,  it  is  best  to  remove  only 
that  portion  of  the  after-birth  which  can  be  readily 
separated,  as  the  uterine  structures  are  very  liable  to 
be  damaged  if  much  force  is  used. 

When,  however,  a portion  of  the  placenta  is  left 
behind,  there  is  danger  of  secondary  haemorrhage  or 
septicaemia  following. 
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CHAPTER  XIH 

DEFORMITIES  OF  THE  PELYIS 

Rickets  and  osteo-malacia  are  the  two  diseases 
which  chiefly  give  rise  to  pelvic  deformity.  Want 
of  development  is  the  cause  in  not  a few  cases. 

The  abnormal  forms  of  the  pelvis  may  be  divided 
into — 

1.  Too  large  in  all  its  diameters  (pelvis  equalibeter 
justo  major). 

2.  Too  small  in  all  its  diameters  (pelvis  equalibeter 
justo  minor). 

3.  Puerile  or  undeveloped. 

4.  Masculine  or  funnel-shaped. 

5.  Ricketty  • softening  before  puberty. 

I.  Ovate. 

II.  Reniform. 

III.  Figure  of  eight. 

6.  Osteo-malacia ; adult  softening. 

7.  Obliquely  contracted  pelvis  of  Naegele.  A 

8.  Obliquely  ovate  pelvis. 

9.  Kyphotic. 

10.  Robert’s  pelvis.  (3*  ~ * * 

11.  Spondylolithesis.  / * 


DEFORMITIES  OF  THE  PELVIS 


1.  Too  large,  but  well  proportioned. 

Its  disadvantages  are — 

1.  Reflex  irritation  will  "be  insufficient,  causing 
uterine  inertia,  and  a tedious  labour. 

II.  Sometimes  leads  to  a precipitate  labour. 

III.  Ruptured  perinseum. 

2.  The  equally  contractedpelvis  is  very  rare  and 
may  lead  to  fatal  consequences. 

3.  The  puerile  pelvis.  Here  the  proportionate 

measurements  of  the  various  diameters  are  the  same 
as  in  the  infant ; and  the  antero -posterior  diameter 
may  he  longer,  or  as  Jong,  as  the  transverse.  The 
ischii  are  comparatively  near  each  other,  and  the 
pubic  arch  narrow.  ? 


4.  Masculine  ^pelvis.  This  form  is  met  with  in 
strong  muscular  working  women. 

Its  chief  characteristics  are — 

I.  Brim  nearly  normal,  slight  lengthening  of  its 
antero-posterior  diameter. 

II.  Cavity  deep. 

III.  Outlet.  Arch  of  pubes  too  acute,  and  the 
tuber  ischii  approximated  so  as  to  lessen  the  trans- 
verse diameter. 

The  outlet  is  also  narrowed  by  the  sacrum  being 
unduly  straight. 

IV.  The  bones  are  thick  and  stout. 

It  will  be  seen  that  the  difficulty  to  labour  will 
occur  at  the  outlets. 

5.  Ricketty  pelvis  (ovate  and  reniform).  Fig.  13, 
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The  chief  characters  of  the  ricketty  pelvis  are — 

I.  Diminution  of  the  antero  posterior  diameter. 

II.  Increased  shallowness. 

III.  Widening  of  the  pubic  arch. 


Pig.  13. 


Ricketty  pelvis. 


Women  with  this  kind  of  pelvis  are  generally 
stunted  in  growth.  Their  heads  are  large  and  their 
legs  bent. 

The  difficulty  to  labour  occurs  chiefly  at  the  brim. 

6.  Osteo-malacia  pelvis.  Vide  fig.  14. 

The  characters  of  this  form  of  pelvis  are — 

I.  The  cotyloid  cavities  and  the  lateral  walls  of 
the  pelvis  are  pushed  inwards  by  pressure  exercised 
upon  the  acetabula  by  the  heads  of  the  femoris,  thus 
producing  a diminution  of  the  oblique  and  the  trans- 
verse diameters. 

II.  The  conjugate  diameter  often  increased. 

III.  The  tuber  ischii  are  approximated. 
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IY.  The  base  and  apex  of  the  sacrum  are  also 
approximated,  its  promontory  encroaching  on  the 
antero-posterior  diameter  of  the  brim. 

Y.  The  sides  of  the  pubes  may  be  almost  parallel. 
The  outlet  as  well  as  the  brim  are  thus  greatly 
deformed,  and  often  the  Caesarian  section  has  to 
be  performed.  In  some  cases,  however,  where  this 
operation  seems,  at  first  sight,  necessary,  the  pelvic 
bones  will  yield  so  as  to  allow  delivery  by  other 
means,  turning,  &c. 


Fig.  14. 


Malacosteon  pelvis. 


7.  Obliquely  contracted  pelvis  of  Naegele. 

In  this  form,  one  oblique  diameter  only  is  lessened 
from  ankylosis  of  the  sacro-iliac  synchondrosis  and 
want  of  development. 
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8.  Obliquely  ovate  pelvis.  This  variety  generally 
takes  its  origin  in  a diseased  hip-joint. 

9.  Kyphotic  deformity.  In  this  form,  there  is  a 
narrowing  of  the  transverse  diameter  of  the  brim, 
which  is  generally  caused  by  spinal  disease. 

10.  Robert’s  pelvis  (double  obliquely  contracted 
pelvis).  This  variety  is  due  to  ankylosis  of  both 
sacro-iliac  joints,  which  causes  want  of  develop- 
ment. 

11.  Spondylolithesis.  In  this  rare  form  of  de- 
formity the  antero-posterior  diameter  of  the  brim 
is  lessened  by  the  downward  displacement  of  the  last 
two  lumbar  vertebrae.  It  is  supposed  to  originate  in 
local  disease. 

Prognosis. — The  amount  of  danger  to  the  mother 
and  child  in  pelvic  contractions  must  necessarily 
depend  on  the  amount  of  deformity.  In  slight  cases, 
labour  may  be  almost  normal,  perhaps  it  may  be 
rather  tedious,  and  the  pains  may  have  been  observed 
to  be  unduly  strong. 

In  the  more  severe  forms  of  deformity,  the  risks 
to  the  mother  and  child  are  great. 

The  maternal  dangers  are — 

1.  A protracted  and  obstructive  labour. 

2.  Injury  to  the  maternal  soft  parts. 

8.  Excessive  uterine  action,  which  may  rupture  the 
uterus. 

4.  Injury  may  arise  from  using  the  forceps,  turn- 
ing, craniotomy,  &c.,  to  hasten  delivery. 
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The  dangers  to  the  child  are — 

1.  A tedious  and  obstructive  labour. 

2.  Continuous  pressure  on  the  presenting  part. 

3.  Injury  to  the  child’s  head. 

4.  Prolapse  of  the  funis. 

Treatment. — It  will  depend  on  the  amount  of  con- 
traction present. 

The  forceps  are  generally  considered  to  be  applic- 
able in  all  degrees  of  contraction,  from  the  standard 
measurement  down  to  about  3J  inches  in  the  conju- 
gate of  the  brim. 

In  reference  to  turning,  Dr  Playfair  states  that 
delivery  is  often  possible  by  this  means,  after  the  for- 
ceps and  the  natural  powers  have  failed,  and  when  no 
other  resource  is  left  but  the  destruction  of  the  child. 

He  further  states  that  when  the  contraction  is  be- 
low three  inches  in  the  conjugate,  or  when  the  forceps 
and  turning  have  failed,  no  resource  is  left  but  the 
destruction  of  the  foetus,  or  the  Caesarian  section. 

The  induction  of  premature  labour  is  often  prac- 
tised as  a means  of  avoiding  the  risks  of  delivery  at 
term,  and  of  possibly  saving  the  child’s  life. 

Scanzoni  has  drawn  up  the  following  form  to  show 
at  what  period  labour  should  be  brought  on  under 
different  circumstances  : 
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j Ins.  Lines. 
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CHAPTER  XIV 

OBSTETRIC  OPERATIONS 

The  Forceps,  Turning,  Operations  involving 
Destruction  op  Fcetus 

The  Forceps  Operation. — The  application  of  the 
forceps  is  the  most  important  as  well  as  the  most 
common  of  the  obstetric  operations.  There  are 
two  different  kinds  of  forceps,  the  short  and  the 
long. 

The  short  forceps  (which  have  only  one  curve, 
which  is  adapted  to  fit  the  child’s  head)  can  only 
be  used  when  the  head  is  low  down  in  the  pelvis — in 
the  low  forceps  operation. 

The  long  forceps,  which  are  provided  with  a second 
or  pelvic  curve,  are  more  especially  constructed  for 
application  when  the  head  is  arrested  high  in  the 
pelvis — in  the  high  forceps  operation.  They  may 
also,  however,  be  used  when  the  head  is  low  down, 
and  are  suitable  for  all  cases  of  forceps  delivery. 

Cases  requiring  the  use  of  the  forceps  are  very 
numerous  indeed,  but  they  may  all  be  classed  under 
three  heads,  viz.  : 

1.  Defective  uterine  action ; uterine  inertia. 
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2.  Defective  proportion  between  tbe  presenting 
part  and  the  maternal  passages,  as — 

I.  Pelvic  contraction. 

II.  Tumours  encroaching  on  the  pelvic  cavity. 

III.  Rigidity  of  the  parturient  canal. 

IV.  Excessive  size  of  presenting  part. 

3.  Conditions  where  speedy  delivery  is  necessary, 
either  on  account  of  the  mother  or  child,  as — 

I.  Uterine  haemorrhage. 

II.  Puerperal  convulsions. 

III.  Funis  presentations. 

Before  commencing  to  apply  the  forceps,  it  must 
be  seen  that  the  bladder  and  rectum  are  not  dis- 
tended, and  the  membranes  must  be  ruptured  and 
the  exact  position  of  the  head  made  out.  It  is  also 
important  that  the  os  should  be  completely  dilated 
and  the  cervix  retracted  over  the  head.  An  anaes- 
thetic is  not  generally  required,  and  the  patient,  who 
should  lie  on  her  left  side,  should  be  brought  quite 
to  the  side  of  the  bed,  with  her  nates  parallel  to  and 
projecting  somewhat  over  its  edge. 

The  blades  of  the  forceps  should  now  be  warmed 
in  water  and  lubricated  with  cream,  and  the  method 
of  their  application  is  thus  admirably  described  by 
Dr  Playfair : 

“As  a rule,  the  lower  blade,  lightly  grasped  be- 
tween the  tips  of  the  index  and  middle  fingers  and 
thumb,  should  be  introduced  first.  Poised  in  this 
way,  we  have  perfect  command  over  it,  and  can 
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appreciate  in  a moment  any  obstacle  to  its  passage. 
Two  or  more  fingers  of  the  left  band  are  introduced 
into  tbe  vagina,  and  by  the  side  of  the  head,  as  a 
guide ; the  greatest  care  must  be  taken,  if  the  cervix 
be  within  reach,  that  they  are  passed  within  it,  so  as 
to  avoid  the  possibility  of  injury.  The  handle  of  the 
instrument  has  to  be  elevated,  and  its  point  slid 
gently  along  the  palmar  surface  of  the  guiding  finger, 
until  it  touches  the  head.  At  first  the  blade  should 
be  inserted  in  the  axis  of  the  outlet,  but,  as  it  pro- 
gresses, the  handle  must  be  depressed  and  carried 
backwards.  As  it  is  pushed  onwards  it  is  made  to 
progress  by  a slight  side-to-side  motion,  and  it  is  of 
the  utmost  importance  to  bear  in  mind  that  the 
greatest  gentleness  must  always  be  used.  If  any 
obstruction  be  felt,  we  are  bound  to  withdraw  the 
instrument,  partially  or  entirely,  and  attempt  to 
manoeuvre,  not  force,  the  point  past  it.  As  the  blade 
is  guided  on  in  this  way,  it  is  made  to  pass  over  the 
convexity  of  the  head,  the  point  being  always  kept 
lightly  in  contact  with  it,  until  it  finally  gains  its 
proper  position.  When  fully  inserted  the  handle  is 
drawn  back  towards  the  perinseum  and  given  in 
charge  to  an  assistant.  The  insertion  must  be 
carried  on  only  in  the  intervals  between  the  pains, 
and  desisted  from  during  their  occurrence,  other- 
wise there  would  be  a serious  risk  of  injuring  the 
soft  parts  of  the  mother. 

The  second  blade  is  passed  directly  opposite  to  the 
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first,  and  is  generally  somewhat  more  difficult  to  in- 
troduce, in  consequence  of  the  space  occupied  by  the 
latter.  It  is  passed  along  two  fingers  directly  oppo- 
site the  first  blade,  and  with  exactly  the  same  pre- 
cautions as  to  direction  and  introduction,  except 
that  at  first  its  handle  has  to  be  depressed  instead 
of  elevated. 

The  handle,  which  was  in  charge  of  an  assistant, 
is  now  laid  hold  of  by  the  operator,  and  the  two 
handles  are  drawn  together.  If  the  blades  have  been 
properly  introduced  there  should  be  no  difficulty  in 
locking ; but,  should  we  be  unable  to  join  them 
easily,  we  must  withdraw  one  or  other,  either  partially 
or  entirely,  and  re-introduce  it  with  the  same  pre- 
cautions as  before.  We  must  also  assure  ourselves 
that  no  hairs,  or  any  of  the  maternal  structures,  are 
caught  in  the  lock.  When  once  the  blades  are 
locked  we  may  commence  our  efforts  at  traction. 
To  do  this  we  lay  hold  of  the  handles  with  the  right 
hand,  using  only  sufficient  compression  to  give  a firm 
grasp  of  the  head  and  keep  the  blades  from  slipping. 
The  left  hand  may  be  advantageously  used  in  assist- 
ing and  supporting  the  right  during  our  efforts  at 
extraction,  and,  at  a late  stage  of  the  operation,  may 
be  employed  in  relaxing  the  perinaeum  when  stretched 
by  the  head  of  the  child.  Traction  must  always  be 
made  in  reference  to  the  pelvic  axes  ; being  at  first 
backwards  towards  the  perinaeum  in  the  direction  of 
the  axis  of  the  brim,  and  as  the  head  descends  and 
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the  vertex  protrudes  through  the  vulva,  it  most  he 
changed  to  that  of  the  outlet.  We  must  extract  only 
during  the  pains  ; and,  if  these  should  be  absent,  we 
must  imitate  them  by  acting  at  intervals.  This  is  a 
point  which  deserves  special  attention,  for  there  is 
no  more  common  error  than  undue  hurry  in  delivery. 
The  only  valid  reason  I know  of  against  a more  fre- 
quent resort  to  the  forceps  in  lingering  labour  is,  that 
the  sudden  emptying  of  the  uterus,  in  the  absence  of 
pains,  may  predispose  to  haemorrhage ; and  it  cannot 
be  denied  that  it  is  one  of  great  weight.  However, 
if  due  care  be  taken  to  operate  slowly,  and  to  allow 
several  minutes  to  elapse  between  each  tractive  effort, 
while  at  the  same  time  uterine  contractions  be  stimu- 
lated by  pressure  and  support,  this  need  not  be  con- 
sidered a contra-indication.  Besides  direct  traction, 
we  may  impart  to  the  instrument  a gentle  waving 
motion  from  handle  to  handle,  which  brings  into 
operation  its  power  as  a lever  ; but  this  must  not  be 
done  to  any  great  extent,  and  must  always  be  sub- 
servient to  direct  traction. 

Proceeding  thus  in  a slow  and  cautious  manner, 
j carefully  regulating  the  force  employed  according  to 
the  exigencies  of  the  case,  we  shall  perceive  that  the 
I head  begins  to  descend  ; and  its  progress  should  be 
I determined,  from  time  to  time,  by  the  finger  of  the 
[unemployed  hand.  When  the  head  lies  in  the 
[oblique  diameter,  as  it  descends,  in  consequence  of 
■its  perfect  adaptation  to  the  pelvic  cavity,  it  will  turn 
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into  tlie  antero-posterior  without  any  effort  on  the 
part  of  the  operator,  provided  only  that  the  traction 
be  sufficiently  slow  and  gradual.  As  the  head  is 
about  to  emerge,  it  is  necessary  to  raise  the  handles 
towards  the  mother’s  abdomen.  More  than  usual 
care  is  required  to  prevent  laceration  of  the  peri- 
naeum,  which  is  always  stretched.  If,  as  often 
happens,  the  pains  have  now  increased,  and  the 
perinaeum  be  very  thin  and  tense,  it  may  even  be 
desirable  to  remove  the  blades  gently,  and  leave  the 
case  to  be  terminated  by  the  natural  powers  ; but  if 
due  precautions  are  used  this  need  not  be  necessary. 

In  reference  to  the  high  forceps  operation  (the 
above  description  applies  to  the  cases  where  the 
head  is  low  in  the  pelvis),  Dr  Playfair  states, 
“ When  the  high  forceps  operation  has  been  decided 
on,  the  passage  of  the  blades  will  be  found  to  be 
much  more  difficult  from  the  height  of  the  present- 
ing part,  the  distance  which  they  must  pass,  and,  in 
some  cases,  from  the  mobility  of  the  head  interfer- 
ing with  their  accurate  adaption.  The  general  prin- 
ciples of  introduction  and  of  traction  are,  however, 
identical.  If  the  operation  be  attempted  before  the 
head  has  entered  the  pelvic  brim  it  must  be  fixed 
as  much  as  possible,  by  abdominal  pressure.  In 
guiding  the  blades  to  the  head  special  care  must  be 
taken  to  avoid  any  injury  of  the  soft  parts,  especially 
if  the  cervix  be  not  completely  out  of  reach.  Por 
this  purpose  it  may  be  even  advisable  to  introduce 
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the  entire  left  hand  as  a guide,  so  as  to  avoid  any 
possibility  of  injuring  the  cervix,  from  not  passing 
the  instrument  under  its  edge. 

“ In  locking  the  slightest  approach  to  roughness 
must  be  carefully  avoided,  for  the  extremities  of  the 
blades  are  now  within  the  cavity  of  the  uterus,  and 
serious  injury  might  easily  be  inflicted.  If  difficulty 
be  met  with,  rather  than  employ  any  force,  one  of 
the  blades  should  be  withdrawn  and  reintroduced  in 
a more  favourable  direction.  If  the  blades  have 
shanks  of  sufficient  length,  there  should  be  no  risk 
of  including"  the  soft  parts  of  the  mother  in  the  lock, 
which,  in  a badly  constructed  instrument,  is  an 
accident  not  unlikely  to  occur.  After  junction,  trac- 
tion must  at  first  be  altogether  in  the  axis  of  the 
brim,  and  to  effect  this  the  handles  must  be  pressed 
well  backwards  towards  the  perinaeum.  As  the 
head  descends  it  will  probably  take  the  usual  turn 
of  itself,  without  effort  on  the  part  of  the  operator, 
and  the  direction  of  the  tractive  force  may  be  gradu- 
ally altered  to  that  of  the  axis  of  the  outlet.  If  the 
pains  be  strong  and  regular,  and  there  be  no  indica- 
tion for  immediate  delivery,  we  may  remove  the 
forceps  after  the  head  has  descended  upon  the  peri- 
naeum, and  leave  the  conclusion  of  the  case  to 
nature.  This  course  may  be  especially  advisable  if 
the  perinaeum  and  soft  parts  be  unusually  rigid ; but 
generally  it  is  better  to  terminate  the  labour  with- 
out removing  the  instrument.”  At  the  commence- 
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ment  of  both  these  operations  the  blades  had  better 
be  introduced  in  the  transverse  diameter  of  the 
pelvis,  without  relation  to  the  position  of  the  head. 

The  forceps  act  mechanically  in  three  different 
ways — 

1.  As  a compressor. 

2.  As  a tractor. 

3.  As  a double  lever. 

Turning 

The  operation  of  turning  was  practised  long 
before  the  forceps  were  invented,  and  consists  in 
altering  the  position  of  the  foetus  in  utero , and 
placing  over  the  os  some  other  portion  of  its  body 
from  that  originally  presenting. 

There  are  two  varieties  of  turning,  viz. : 

1.  Cephalic  version  or  turning  by  the  head. 

2.  Podalic  version  or  turning  by  the  feet. 

The  cephalic  operation,  which  can  only  be  per- 
formed when  the  waters  are  intact,  or  at  least  have 
only  recently  escaped,  is  little  practised  at  the 
present  day,  and  it  is  only  suitable  for  transverse 
presentations  where  speedy  delivery  is  not  necessary. 

There  are  two  methods  of  performing  cephalic 
version  ; (1)  by  external  manipulation,  and  (2)  by 
combined  external  and  internal  manipulation. 

Dr  Braxton  Hicks  thus  admirably  describes  the 
second  method  of  performing  cephalic  version. 


TURNING 


103* 


“Introduce  tlie  left  hand  into  the  vagina,  as  in 
podalic  version ; place  the  right  hand  on  the  outside 
of  the  abdomen,  in  order  to  make  out  the  position  of 
the  foetus  and  the  direction  of  its  head  and  feet. 
Should  the  shoulder,  for  instance,  present,  then 
push  it  with  one  or  two  fingers  in  the  direction  of 
the  feet.  At  the  same  time  pressure  with  the  hand 
should  be  exerted  on  the  cephalic  end  of  the  child. 
This  will  bring  the  head  down  to  the  os ; then  let 
the  head  be  received  on  the  tips  of:  the  inside  fingers. 
The  head  will  play  like  a ball  between  the  two 
hands  ; it  will  be  under  their  command,  and  can  be 
placed  in  almost  any  part  at  will.  Let  the  head  be 
then  placed  over  the  os,  taking  care  to  rectify  any 
tendency  to  face  presentation.  It  is  as  well,  if  the 
breech  will  not  rise  to  the  fundus  readily  after  the 
head  is  fairly  in  the  os,  to  withdraw  the  hand  from 
the  vagina,  and  with  it  press  up  the  breech  from  the 
exterior.  The  hand,  which  is  retaining  gently  the 
head  from  the  outside,  should  continue  there  for 
some  little  time,  till  the  pains  have  ensured  the 
retention  of  the  child  in  its  new  position,  and  the 
adaption  of  the  uterine  walls  to  its  new  form.” 

I now  come  to  the  common  and  by  far  the  most 
important  variety  of  turning,  viz.  podalic  version. 
There  are  also  two  methods  of  performing  this 
operation,  viz.  : 

1.  By  combined  external  and  internal  manipu- 
lation. 


104 


NOTES  ON  MIDWIFERY 


2.  By  the  introduction  of  the  hand  into  the 
uterus. 

Of  these  methods  the  second  is  the  one  nearly 
always  practised,  and  is  known  as  the  ordinary 
operation  of  turning,  but  as  the  first  is  so  much 
more  simple  and  involves  less  risk  to  the  mother,  it 
should  always  first  be  attempted  in  suitable  cases, 
and  when  failure  occurs,  then  the  more  general 
operation  can  be  performed. 

Dr  Playfair  thus  describes  podalic  version  by  the 
combined  method,  or,  as  it  is  also  called,  the  “ bi- 
manual ” or  “bi-polar”  method.  The  position  of 
the  foetus  having  been  made  out  “ the  left  hand  is 
then  to  be  passed  carefully  into  the  vagina,  in  the 
axis  of  the  canal,  to  a sufficient  extent  to  admit  of 
the  fingers  passing  freely  into  the  cervix.  To  effect 
this,  it  is  not  always  necessary  to  insert  the  whole 
hand,  three  or  four  fingers  being  generally  sufficient. 
If  the  head  lie  in  the  first  or  fourth  position,  push  it 
upwards  and  to  the  left ; while  the  other  hand, 
placed  externally  on  the  abdomen,  depresses  the 
breech  towards  the  right.  By  this  means  we  act 
simultaneously  on  both  extremities  of  the  child’s 
body  and  easily  alter  its  position.  The  breech  is 
pushed  down  gently  but  firmly,  by  gliding  the  hand 
over  the  abdominal  wall.  The  head  will  now  pass 
out  of  reach,  and  the  shoulder  will  arrive  at  the  os, 
and  will  lie  on  the  tips  of  the  fingers.  This  is 
similarly  pushed  upwards  in  the  direction  of  the 
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head,  the  breech  at  the  same  time  being  still  further 
depressed  until  the  knee  comes  within  reach  of  the 
fingers,  when  (the  membranes  being  now  ruptured, 
if  still  unbroken)  it  is  seized  and  pulled  down 
through  the  os.  Occasionally  the  foot  comes 
immediately  over  the  os,  when  it  can  be  seized 
instead  of  the  knee.  Version  may  be  facilitated  by 
changing  the  position  of  the  external  hand,  and 
pushing  the  head  upwards  from  the  iliac  fossa, 
instead  of  continuing  the  attempt  to  depress  the 
breech.  These  manipulations  should  be  carried  on 
in  the  intervals,  and  desisted  from  when  the  pains 
come  on ; and  when  they  occur  with  great  force  and 
frequency,  the  advantage  of  chloroform  will  be  par- 
ticularly apparent.  In  the  second  and  third  posi- 
tions the  steps  of  the  operation  should  be  reversed  ; 
the  head  is  pushed  upwards  and  to  the  right,  the 

breech  downwards  and  to  the  left In 

transverse  presentations  the  same  means  are  to  be 
adopted,  the  shoulder  being  pushed  upwards  in  the 
direction  of  the  head,  while  the  breech  is  depressed 
from  without.  ...  If  the  liquor  amnii  have 
escaped,  and  the  uterus  be  firmly  contracted  round 
the  body  of  the  child,  it  will  be  found  impossible  to 
effect  an  alteration  in  its  position  without  the  intro- 
duction of  the  hand,  and  the  ordinary  operation  of 
turning  must  be  employed.” 

The  ordinary  operation  of  turning  is  thus  per- 
formed : 
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Podalic  version. — Introducing  the  hand, 
not  only  prevents  the  patient  moving,  but  also 


The  bladder  and  rectum  having  been  attended  to, 
the  patient  should  be  placed  on  her  left  side  with 
her  nates  brought  round  to  the  edge  of  the  bed  ; and 
it  is  a great  advantage  to  give  an  anaesthetic  as  it 
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relaxes  spasm  and  curbs  tbe  ordinary  uterine  pains. 
The  hand  of  the  operator  (the  left  hand  is  generally 
used)  being  well  smeared  with  lard,  is  now  slowly 
and  cautiously  passed  into  the  vagina,  the  fingers 
being  gathered  together  like  a cone.  Having  ar- 
rived at  the  os,  if  it  is  well  dilated,  the  hand  may  be 
passed  at  once  into  the  uterine  cavity,  up  in  front  of 
the  child  (Fig.  15).  This  must  be  done  with  in- 
creased care  and  only  in  the  intervals  between  the 
pains  ; and  should  a pain  come  on,  the  hand  must  be 
kept  perfectly  flat  and  still  or  else  laceration  of  the 
uterine  walls  may  be  produced.  The  knees  or  feet, 
or  one  of  these  parts  having  been  arrived  at,  they  or 
it,  as  the  case  may  be,  should  be  seized  and  drawn 
downwards  in  the  absence  of  a pain.  As  the  part  is 
drawn  down  the  head  will  ascend,  and  the  case  will 
be  now  converted  into  a foot  or  knee  presentation, 
and  if  immediate  delivery  is  not  necessary,  the  ter- 
mination of  delivery  may  be  left  to  nature  (Fig.  16). 

In  shoulder  presentations,  if  possible,  the  knee 
farthest  from  and  opposite  to  the  presenting  part 
should  be  brought  down. 

Version  is  always  required  in  transverse  presenta- 
tions, and  it  is  also  practised  in  contracted  pelvis, 
uterine  haemorrhage  where  speedy  delivery  is  neces- 
sary, rupture  of  the  uterus,  and  certain  complica- 
tions as  funis  presentation.  The  special  indications 
for  the  operation  have  been  separately  discussed 
under  these  subjects. 
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In  reference  to  turning  in  contracted  pelvis,  Dr 
Hicks  records  four  cases  in  which  the  forceps  failed, 

Fig.  16. 


Podalic  version. — Drawing  down  the  feet. 


in  all  of  which  version  was  used,  three  of  the 
children  being  born  alive. 
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In  concluding  this  subject  I may  mention,  that 
this  operation  is  comparatively  easy  and  free  from 
danger  in  those  cases  where  the  foetus  is  freely 
moveable  in  utero,  and  where  version  can  be  effected 
without  the  introduction  of  the  hand  into  the  uterus. 
It  is  far  otherwise,  however,  when  we  have  to  deal 
with  a case  where  the  membranes  have  been  long 
ruptured,  and  where  the  foetus  is  firmly  grasped  by 
the  uterine  walls. 

There  are  three  great  rules  to  be  observed  in  the 
ordinary  operation  of  version,  viz.  : 

I.  Introduce  the  hand  and  arm  in  the  axes  of  the 
parturient  passage. 

II.  The  hand  must  only  be  advanced  in  the  inter- 
vals between  the  pains ; during  the  pains  the  hand 
must  lie  quite  flat  and  still,  with  the  palm  towards 
the  child. 

III.  All  hurry  and  force  must  be  avoided  or  else 
laceration  of  the  maternal  soft  parts  will  result. 

Operations  Involving  the  Destruction  of  the 
Foetus 

The  operations  now  under  consideration  are 
craniotomy  and  cephalotripsy,  decapitation  and 
evisceration. 

Craniotomy  and  Cephalotripsy.  — The  conditions 
which  may  warrant  the  operation  of  embryotomy 
(craniotomy)  are,  states  Dr  Leishman,  “those  in 
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which,  the  forceps  and  turning  are  of  no  avail,  and 
which,  at  the  same  time,  preclude  the  passage  of  a 
living  child.  In  so  far  as  contraction  of  the  conju- 
gate diameter  at  the  brim  is  concerned,  we  have 
already  seen  that,  in  the  case  of  a fully-developed 
child,  we  can  scarcely  expect  a successful  result  from 
turning,  when  that  diameter  is  much  less  than  three 
inches  ; and  this,  therefore,  we  may  take  as  the  limit 
within  which  the  operation  may  be  demanded. 
Tumours  of  any  kind — bony,  malignant,  or  ovarian  ; 
atresia  of  any  portion  of  the  ordinarily  distensible 
canal ; impaction  of  the  head,  or  extreme  contraction 
of  the  uterus,  are  illustrations  of  other  causes  which, 
independently  of  ordinary  pelvic  distortion,  may 
render  delivery  by  embryotomy  the  only  method  from 

which  we  can  anticipate  a favourable  result 

There  are,  however,  in  addition  to  these,  certain  con- 
ditions of  the  mother  which  may  call  for  the  opera- 
tion. It  has  already  been  shown  that,  in  cases  in 
which,  from  any  cause,  speedy  delivery  is  required, 
turning  is  to  be  preferred  to  the  forceps,  when  the 
dilatation  of  the  os  is  not  sufficient  to  admit  of  the 
safe  use  of  the  instrument ; and  to  this  it  may  now 
be  added,  that  an  even  less  degree  of  dilatation  of 
the  os  will  suffice  for  craniotomy  than  for  turning, 
as  all  that  is  essential  is  space  for  the  introduction 
of  two  fingers  and  the  extremity  of  the  perforator. 
In  certain  cases  of  convulsions,  when  there  is  great 
exhaustion,  and  in  some  instances  of  rupture  of  the 
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uterus,  as  already  particularised,  in  wliicli  the  state 
of  the  os  forbids  both  the  forceps  and  turning,  it 
may  be  necessary  for  us  to  operate.  As  a rule,  how- 
ever, and  excepting  the  cases  of  rupture  of  the 
uterus  alluded  to,  we  should  never  operate  by 
craniotomy  while  there  is  a possibility  of  nature 
prevailing,  until  we  have  given  her  a fair  chance, 
and  have  waited  to  see  what  may  be  effected  by  the 
ordinary  process  of  moulding.”  To  this  I may  add 
that  in  certain  breech  cases,  or  after  turning,  it  may 
be  found  impossible  to  extract  the  head  without  per- 
forming craniotomy.  The  operation  of  craniotomy 
and  cephalotripsy  is  divided  into  two  stages.  The 
first  stage  consists  in  perforating  the  skull  by  an 
instrument  called  the  perforator  and  breaking  up  the 
brain  so  as  to  allow  of  the  collapse  of  the  cranium. 
Now,  if  speedy  delivery  is  not  necessary,  nature  may 
terminate  the  case.  The  second  part  of  the  opera- 
tion has  for  its  object  the  extraction  of  the  head. 
The  instruments  used  in  extraction  are  the  crotchet 
and  craniotomy  forceps.  The  crotchet  is  a sharp- 
pointed  hook  and  has  to  be  fixed  on  some  part  of 
the  skull,  if  possible  at  the  foramen  magnum  or  the 
sella  turcica.  It  is,  however,  a dangerous  instru- 
ment to  use  as  it  is  liable  to  break  away  pieces  of 
bone,  which  may  injure  the  maternal  soft  parts,  or 
the  instrument  itself  may  slip  and  do  damage.  The 
craniotomy  forceps  is  a two-bladed  instrument ; one 
blade  should  be  introduced  within  the  skull  and  the 
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other  externally,  and  when  a firm  hold  has  been 
secured,  downward  traction  should  be  made.  They 
are  also  intended  for  breaking  away  and  removing 
portions  of  the  skull  when  perforation  and  extrac- 
tion fail.  When  used  for  this  object  the  outer 
blade  should  be  passed  between  the  scalp  and  the 
bone,  so  that  the  latter  is  directly  grasped. 

In  cephalotripsy,  after  the  skull  has  been  first 
perforated,  an  instrument  called  the  cephalotribe  is 
used. 

The  cephalotribe,  states  Dr  Playfair,  “consists 
of  two  powerful  solid  blades,  which  are  applied  to  the 
head  after  perforation,  and  approximated  by  means 
of  a screw,  so  as  to  crush  the  cranial  bones,  and  after 
this  it  may  also  be  used  for  extraction.  The  peculiar 
value  of  the  instrument  is  that,  when  properly  applied, 
it  crushes  the  firm  basis  of  the  skull,  which  is  left 
untouched  by  craniotomy,  or,  if  it  do  not,  it  at  least 
causes  the  base  to  turn  edgeways  within  the  blades, 
so  as  to  place  it  in  a more  favourable  position  for  ex- 
traction. Another  and  specially  valuable  property 
is  that  it  crushes  the  bones  within  the  scalp, 
which  forms  a most  efficient  protective  covering 
to  their  sharp  edges ; in  this  way  one  of  the  prin- 
cipal dangers  of  craniotomy — the  wounding  of  the 
maternal  passages  by  spiculse  of  bone — is  entirely 
avoided.” 

In  reference  to  the  comparative  merits  of  cephalo- 
tripsy and  craniotomy,  Dr  Playfair  says  where  the 
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obstruction  is  not  great  tbe  former  operation  is  the 
simpler  and  safer. 

Decapitation. — This  operation  consists  in  dividing  / l 

■ ■ _ r V 

the  head  from  the  body  at  the  neck,  and  is  required 
in ? neglected  shoulder  presentations,  where  turning 
is  impossible. 


The  neck  is  best  divided  by  Eamsbotham’s  hook, 
which  is  a sharply- curved  hook,  with  an  internal 
cutting  edge.  The  wire  ecraseur  may  also  be  used, 
and  Dubois  recommends  the  operation  performed  by 
a pair  of  blunt  scissors. 

Embryulcia  or ^Evisceration. — This  operation  has 
for  its  object  the  removal  of  the  thoracic  and  ab- 
dominal viscera,  so  as  to  reduce  the  bulk  of  the  trunk. 
After  thus  reducing  the  bulk  of  the  trunk  what  should 
now  be  attempted  is  an  imitation  of  the  natural  pro- 
cesses of  spontaneous  evolution  or  spontaneous  ex- 
pulsion, which  may  be  effected  by  forcibly  dragging 
down  the  breech,  by  the  blunt  hook,  or  otherwise, 
after  the  organs  have  been  removed. 

Evisceration  is  required  in  transverse  presentations, 
where  turning  and  decapitation  have  failed,  and  it 
may  also  have  to  be  performed' "after  craniotomy,  if 
there  is  difficulty  in  delivering  the  trunk. 
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CHAPTER  XV 

THE  PUERPERAL  DISEASES  : —PUERPERAL  FEVER — 

PUERPERAL  INSANITY PUERPERAL  ECLAMPSIA 

PHLEGMASIA  DOLENS — PELVIC  INFLAMMA- 
TIONS—CHLOROFORM  DURING  LABOUR. 

Puerperal  Fever  and  Puerperal  Septicemia 

There  are  various  forms  of  febrile  diseases  to 
wbicb  tbe  names  puerperal  fever  and  puerperal  sep- 
ticaemia have  been  given.  I intend  here  to  divide 
these  affections  into  the  following  five  classes  : 

1.  Simple  inflammatory  and  traumatic  fever, 
localised  to  the  uterine  structures  or  attacking  other 
organs,  as  the  kidneys,  lungs,  &c.,  as  well. 

2L_  Sapraemia  or  poisoning,  not  by  organisms 
multiplying  in  the  blood,  but  by  the  chemical  pro- 
ducts of  putrid  decomposition  originating  from 
retained  secretions,  retained  membranes,  placenta, 
blood-clot,  &c. 

This  form  is  often  complicated  with  the  inflam- 
matory, septicsemic,  or  pyaemic  forms. 

3.  Puerperal  septicaemia  and  pyaemia,  the  result 
of  the  growth  in  the  blood  of  certain  micrococci, 
having  the  power  of  rapidly  multiplying. 
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L Autogenetic  cases,  where  the  patient  infects 
herself  by  the  absorption  of  her  own  secretions 
through  abrasions,  wounds,  &c.,  by  the  retention  of 
portions  of  the  placenta,  &c. 

II.  Heterogenetic  cases,  where  the  patient  is  in- 
fected from  without,  chiefly  from  other  cases  of 
septicaemia. 

4.  Puerperal  erysipelas,  often  present  in  epidemics 
of  so-called  puerperal  fever,  and  communicated  from 
one  patient  to  another ; also  communicated  at  times 
to  puerperal  women  from  ordinary  forms  of  erysipelas 
(Leishman) . 

5.  Puerperal  forms  of  scarlatina  and  other  specific 
infectious  fevers,  the  distinctive  forms  of  the  special 
diseases  being  often  masked,  and  the  illnesses  usually 
characterised  by  great  virulence  and  intensity  (Leish- 
man). 

The  channels  through  which  the  general  system 
becomes  infected  are  the  lymphatics  and  the  venous 
sinuses,  the  former  being  by  far  the  most  important. 

Pathology. — The  pathological  changes  present  will 
vary  with  the  nature  of  the  case.  Heiberg  gives  four 
principal  types : 

I.  A very  fatal  form  without  marked  post-mortem 
signs.  The  septic  poison  kills  before  local  signs  have 
had  time  to  develop. 

II.  The  serous  membranes  chiefly  affected,  especi- 
ally the  pleura,  peritoneum,  and  pericardium.  There 
may  be  exudation  of  plastic  lymph  in  the  peritoneal 
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cavity,  or  a quantity  of  brownish  serum.  This  is  the 
common  form  met  with. 

III.  In  this  type  the  mucous  membranes  are  chiefly 
attacked. 

IV.  This  class  is  characterised  by  the  impaction  of 
infected  emboli  and  by  secondary  abscesses. 

These  types,  it  must  be  remembered,  are  not  dis- 
tinctly separated  from  one  another,  and  are  often  all 
found  in  the  same  subject. 

Symptoms. — From  what  I have  stated  it  must  be 
obvious  that  the  symptoms  will  vary  much  in  different 
cases. 

As  a rule,  this  affection  sets  in  insidiously  a day  or 
two  after  delivery,  and  the  first  symptoms  usually 
present  are  chilliness  and  rigors,  with  a quick  pulse 
and  a rise  of  temperature. 

The  lower  part  of  the  abdomen  becomes  tender  and 
painful,  and  the  intestines  get  distended  with  flatus, 
causing  tympanitis. 

The  countenance  is  anxious  and  sunken,  and  the 
patient  is  very  weak  and  may  be  delirious. 

The  lochia  are  arrested  or  fetid,  and  the  lacteal 
secretion  is  often  suppressed. 

Pain  is  not  always  present,  even  when  peritonitis 
exists. 

Local  complications,  as  peritonitis,  pneumonia, 
pleurisy,  renal  disease,  abscesses,  &c.,  will  modify  the 
symptoms  and  course  of  the  disease. 

Prognosis. — The  septicsemic  and  pyaemic  forms  of 
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tliis  disease  are  very  grave  indeed,  especially  among 
the  weak  and  debilitated.  Dr  Dnncan  states  that 
simple  inflammatory  fever  is  often  very  alarming  on 
account  of  the  severity  of  the  symptoms,  also  on 
account  of  the  extent  of  the  inflammation ; and  he 
further  states  that  insaprsemic  cases,  if  the  poisoning  is 
by  a large  dose,  the  symptoms  are  urgent,  and  death 
may  result,  and  this  without  any  added  septicaemia 
to  produce  the  fatal  event. 

The  symptoms  indicating  death  are : 

1.  Great  weakness  and  exhaustion. 

2.  Pulse  intermittent,  very  rapid,  and  thready. 

3.  Sudden  fall  of  temperature. 

4.  Marked  delirium. 

Treatment. — In  the  simple  inflammatory  forms  of 
puerperal  fever  the  only  treatment  often  required  is 
a hot  poultice  over  the  lower  part  of  the  abdomen, 
and  the  internal  administration  of  opium  or  opium 
and  calomel. 

If  the  pain  is  great,  the  pulse  rapid,  and  the  skin 
hot  and  dry,  local  bloodletting  is  indicated  by 
leeching,  and  the  diet  must  be  low. 

In  sapraemic  cases  the  treatment  obviously  consists 
in  stopping  the  poison,  which  is  causing  all  the 
mischief. 

Any  retained  membranes  and  blood-clot  must  be 
at  once  removed,  and  then  the  whole  generative  tract 
must  be  washed  out  by  copious  injections  of  carbolic 
lotion  (1  in  40). 
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Ergot  should  be  given  to  promote  contraction  of 
the  uterus. 

I now  come  to  the  treatment  of  the  worst  classes 
of  puerperal  fever — the  septicaemic  and  pysemic  forms, 
or  the  so-called  “real  puerperal  fever.” 

In  these  fatal  forms  abundance  of  good  food  are 
absolutely  necessary,  and  stimulants,  as  brandy 
and  champagne,  are  nearly  always  required,  often 
largely. 

Locally,  hot  linseed-meal  poultices  will  be  found 
very  useful  in  relieving  pain  and  promoting  the 
lochia. 

Quinine  in  ten-grain  doses  is  the  best  antipyretic, 
and  in  tympanitis  ten-minim  doses  of  turpentine 
thrice  daily,  or  a teaspoonful  of  charcoal  will 
relieve. 

In  extreme  cases  the  air  must  be  let  out  by  tapping 
the  bowel  with  a small  trocar  and  canula. 

Opium  is  a drug  generally  required  in  this  dis- 
ease on  account  of  its  soothing  and  supporting 
properties. 

Intra-uterine  antiseptic  injections  should  be  used 
two  or  three  times  a day,  especially  if  the  lochia  are 
fetid. 

Puerperal  Insanity 

Pour  distinct  forms  of  insanity  are  generally 
included  under  this  term,  viz. : 

1.  The  insanity  of  pregnancy. 
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2.  Mania  of  parturition. 

3.  True  puerperal  insanity. 

4.  The  insanity  of  lactation. 

The  insanity  of  pregnancy  usually  occurs  in  old 
primiparse  about  the  middle  period  of  the  pregnancy. 
Recovery  generally  takes  place  after  parturition. 

The  mania  of  parturition  is  very  transitory  in  its 
character,  and  disappears  after  labour.  It  most  fre- 
quently occurs  as  the  head  is  passing  the  cervix,  or, 
at  a later  period,  during  the  expulsion  of  the  child, 
and  is  caused  by  the  severe  pain. 

The  treatment  consists  in  subduing  the  pain  with 
chloroform. 

True  puerperal  insanity  may  either  take  the  form 
of  mania  or  melancholia.  The  first  form  generally 
shows  itself  within  a fortnight  after  delivery, 
whereas  the  second  usually  develops  after  that 
period. 

Causes. — 1.  Hereditary  taint. 

2.  General  debility  and  exhaustion,  as  from  post- 
partum haemorrhage,  a tedious  labour,  &c. 

3.  Disordered  bowels. 

4.  Mental  disturbance,  as  sudden  fright,  mental 
depression  (especially  in  the  unmarried),  dread  of 
labour,  &c. 

The  pathological  cause  has  been  attributed  to  a 
morbid  state  of  the  blood,  inflammation  of  the  brain 
or  its  membranes,  &c. 

The  insanity  of  lactation  usually  attacks  women 
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with  debilitated  constitutions,  and  generally  takes 
the  form  of  melancholia.  The  danger  to  life  is  not 
great. 


Symptoms  of  Puerperal  Insanity 

The  symptoms  are  much  the  same  as  in  the  non- 
pnerperal  state.  In  cases  of  mania,  the  premonitory 
signs  are  sleeplessness,  restlessness,  headache,  dis- 
ordered stomach,  and  suppression  of  the  milk  and 
lochia. 

Then  the  patient  becomes  talkative  or  taciturn,  the 
countenance  is  vacant,  the  pulse  quick,  the  bowels 
confined,  and  food  is  often  refused.  She  is  sus- 
picious of  her  attendants  and  friends,  and  unless 
care  be  taken  may  seriously  injure  or  kill  herself  or 
offspring. 

In  the  melancholic  form  there  will  be  first  depres- 
sion of  spirits,  then  the  patient  becomes  silent, 
gloomy  and  dejected,  and  often  develops  religious 
delusions  of  a most  distressing  character.  Food 
will  be  obstinately  refused,  and  the  suicidal  ten- 
dency is  generally  great.  The  prognosis  is  more 
unfavourable  in  this  than  in  the  other  form  of  puer- 
peral insanity. 

Treatment.  — The  system  must  be  supported  by 
good  food,  and  patients  must  be  kept  quiet  and 
carefully  watched.  The  bowels  must  be  regulated, 
and  insomnia  combated  by  sedatives.  During  con- 
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valescence,  change  of  air  and  scene  will  be  very- 
beneficial. 

Puerperal  Eclampsia 

This  is  the  term  given  to  a certain  kind  of  convul- 
sions which  may  occur  either  in  the  course  of  preg- 
nancy, during  labour,  or  after  delivery.  This  term 
does  not  include  hysterical  convulsions  nor  the 
convulsive  seizures  which  may  be  met  with  in  the 
epileptic. 

The  etiology  of  this  disease  is  still  undecided. 
Braun  states  that  puerperal  convulsions  “ is  an  acute 
affection  of  the  motor  function  of  the  nervous 
system,  characterised  by  loss  of  consciousness  and  of 
sensibility,  by  tonic  and  clonic  spasms,  and  occurs 
only  as  an  accessory  phenomenon  of  another  disease, 
generally  of  Bright’s  disease  in  an  acute  form, 
which,  under  certain  circumstances,  spreading  its 
toxaemic  effects  • on  the  nutrition  of  the  brain  and 
the  whole  nervous  system  produces  those  fearful 
accidents.  The  toxaemia  (or  blood-poisoning)  in  ec- 
lampsia gravidarum,  parturentium  et  puerperarum 
is  commonly  produced  by  uraemia  ; i.  e.  by  a change 
of  urea  which  is  retained  in  the  blood,  or  by  reten- 
tion of  the  excrementitious  constituents  of  the 
urine.” 

Acute  cerebral  anaemia  resulting  from  changes  in 
the  blood  incident  to  pregnancy  is  also  thought  to 
be  a cause. 
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Dr  Tyler  Smith  has  pointed  out  that  the  nervous 
system  in  puerperal  women  is  in  a peculiar  excitable 
condition,  so  it  has  been  thought  if  a toxsemic  state 
of  the  blood  or  some  mental  emotion  be  added, 
puerperal  eclampsia  may  be  the  result. 

Symptoms. — The  attack  of  convulsions  is  nearly 
always  preceded  by  premonitory  signs  as  headache, 
which  is  generally  frontal,  very  acute,  and  at  first 
intermittent,  attacks  of  dizziness,  defective  eyesight, 
impairment  of  the  mental  faculties,  oedema  of  the 
subcutaneous  tissue,  especially  the  ankles,  labia 
majora  or  face,  &c. 

Chaussin  gives  cephalalgia,  derangements  of  vision, 
and  epigastric  pain,  as  the  precursors  of  this  disease, 
which  must  have  special  attention. 

The  urine  is  generally  albuminous. 

The  onset  of  the  attack  is  sudden. 

There  is  first  a tonic  contraction  of  the  muscles  of 
the  face  and  neck,  which  rapidly  extends  to  the  other 
parts  of  the  body. 

Respiration  becomes  suspended  owing  to  the  dia- 
phragm and  respiratory  muscles  becoming  involved, 
and  the  face  is  livid. 

These  tonic  contractions,  which  seldom  last  longer 
than  twenty  seconds,  are  succeeded  by  clonic  spasms 
of  the  whole  frame  which  may  continue  for  three  or 
more  minutes. 

During  the  second  stage  the  respiration  is  re-esta- 
blished, but  it  is  hurried,  irregular,  and  noisy. 
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During  the  convulsions  the  patient  is  absolutely 
unconscious,  and  the  tongue  is  liable  to  be  severely 
bitten. 

The  paroxysms  generally  recur  after  a certain 
interval,  but  there  may  be  but  one  or  two,  whereas 
in  severe  cases  they  may  be  so  frequent  that  the 
woman  has  not  time  to  regain  her  consciousness 
between  the  attacks.  When  the  convulsions  occur 
during  pregnancy  labour  is  almost  inevitable. 

Prognosis.  — This  must  always  be  considered 
grave. 

The  chief  circumstances  which  increase  the  danger 
of  any  particular  case  are,  viz. : 

1.  Scanty  and  very  albuminous  urine. 

2.  Frequent  and  severe  paroxysms  of  convulsions 
with  absolute  unconsciousness  between  the  attacks. 

3.  The  patient  being  in  weak  health. 

The  maternal  mortality  is  about  15  per  cent ; 
death  being  generally  due  to  exhaustion  and  as- 
phyxia, or  it  may  be  produced  at  an  early  period 
from  asphyxia  during  a tonic  spasm. 

The  infantile  mortality  is  very  high  indeed;  about 
30  per  cent,  of  the  children  being  born  dead. 

Treatment. — The  convulsions  must  be  controlled 
by  sedatives  and  narcotics,  as  inhalation  of  chloro- 
form, chloral,  bromide  of  potassium,  subcutaneous 
injection  of  morphia,  &c. 

In  cases  where  the  vascular  tension  is  high  vene- 
section will  be  required. 
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Purgation  will  also  be  beneficial,  and  cold  applica- 
tions to  the  head,  and  mustard  poultices  to  the 
calves  of  the  legs,  &c. 

Authorities  differ  widely  on  the  obstetrical  man- 
agement of  this  disease,  but  it  seems  that  the  great 
majority  advise  no  active  interference  except  in 
exceptional  cases. 

Dr  Tyler  Smith  gives  the  following  rule  “ that 
that  course  should  be  adopted  which  seems  least 
likely  to  prove  a source  of  irritation  to  the  mother. 
Thus,  if  the  fits  seem  evidently  induced  and  kept  up 
by  the  pressure  of  the  foetus,  and  the  head  be  within 
reach,  the  forceps  or  even  craniotomy  may  be  re- 
sorted to. 

But  if,  on  the  other  hand,  there  is  reason  to  think 
that  the  operation  necessary  to  complete  delivery  is 
likely  per  se  to  prove  a greater  source  of  irritation 
than  leaving  the  case  to  nature,  then  we  should 
certainly  not  interfere. 

Phlegmasia  dolens — Anasarca  serosa — 
White  leg 

This  affection  usually  shows  itself  about  a week 
after  delivery,  and  is  generally  met  with  in  delicate 
multiparse,  especially  those  who  have  suffered  from 
haemorrhage. 

At  times  it  occurs  independent  of  the  puerperal 
state  as  a sequela  of  acute  febrile  diseases,  especially 
typhus  and  typhoid  fever,  pleurisy,  and  pneumonia  ; 
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and  in  the  advanced  stages  of  various  chronic  dis- 
eases, particularly  phthisis,  and  malignant  uterine 
diseases. 

-This  is  still  not  quite  understood.  The 


main  vein  of  the  affected  part  is  found  obstructed, 
and  the  lymphatics  also  are  generally  affected. 
Some  morbid  matter  is  supposed  to  be  present  in 
the  circulation,  and  to  cause  the  blood-clot  in  the 
veins. 

Symptoms.  — Phlegmasia  dolens  is  generally 
ushered  in  with  rigors,  pyrexia,  quick  pulse,  and 
more  or  less  prostration.  Pain  soon  commences  in 
some  part  of  the  affected  limb  £fthe  right  leg  is  gene- 
rally attacked),  or  the  pain  may  be  the  first  symptom 
noticed. 

It  may  be  very  severe,  and  usually^  commences  in 
the  inguinal  or  pelvic  region,  and  extends  downwards. 
Sometimes  it  first  appears  in  the  calf  of  the  leg. 

The  limb  before  long  swells,  the  swelling  usually 
starting  in  the  groin  like  the  pain,  and  extending 
downwards. 

The  swollen  part  becomes  ;hard,  tense,  and  brawny, 
of  a shiny  white  colour,  and  does  not  yield  on 
pressure,  except  towards  the  beginning  and  end  of 
the  illness. 

The  lacteal  and  lochial  secretions  are  either 
arrested  or  modified,  the  veins  of  the  limb  are 
gainful  on  pressure,  and  feel  like  hard  cords,  and 
the  lymphatics  appear  as  red  lines  on  the  surface. 
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After  one  or  two  weeks  all  the  symptoms  undergo 
an  improvement,  and  the  swelling  and  tension  of  the 
limb  begin  to  diminish. 

Proqnosis. — This  disease  nearly  always  ends  in 
recovery,  although  at  times  a cure  only  takes  place 
after  many  months. 

A relapse  is  very  likely  to  be  brought  on  by  too 
early  attempts  at  walking,  and  sometimes  suppura- 
tion  occurs,  and  more  rarely  gangrene,  and  then  death 
may  result  from  asthenia.  A fatal  termination  may 
also  be  caused  from  pulmonary  obstruction  by  scpara- 
tion  of  an  embolus. 

Treatment. — The  rules  of  treatment  are — 

I.  To  keep  the  limb  perfectly  at  rest  in  thejbori- 
zontal  position. 


II.  To  apply  locally  at  first  linseed-meal  poultices 
or  hot  opiate  or  belladonna  fomentations,  and  when 
the  acute  symptoms  have  subsided  pressure  by 
bandaging  will  be  required. 

III.  To  support  the  patient  by  nourishing  food 
and  stimulants,  and  to  give  sedatives  if  the  pain  is 
very  acute. 


IY.  Subsequently  to  give  tonics,  and  not  to  use  the 
limb  too  soon. 
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Pelvic  Inflammations — Perimetric  Inflamma- 
tion— Peri-uterine  Inflammation 

There  are  two  distinct  varieties  of  inflammatory 
diseases  which  attack  the  tissues  which  surround  the 
pelvic  viscera.  In  one  of  these  the  inflammation  affects 
chiefly  the  pelvic  connective  tissue,  or  extends  up 
from  it  beneath  the  peritoneum  into  the  iliac  fossa. 
In  the  other  it  attacks  that  portion  of  the  peritoneum 
which  covers  the  pelvic  viscera,  and  is  limited  to  it. 
The  former  is  known  by  the  names  pelvic  cellulitis, 
peri-uterine  phlegmon,  or  parametritis,  while  the 
latter  is  termed  pelvic  peritonitis  or  perimetritis. 

These  two  diseases  generally  complicate  each  other, 
and  it  is  rare  for  either  to  exist  altogether  indepen- 
dently of  the  other. 

Thomas  compares  them  to  pleurisy  and  pneumonia, 
“ Like  them,”  he  says,  “ they  are  separate  and  dis- 
tinct ; like  them,  affect  different  kinds  of  structure ; 
and,  like  them,  they  generally  complicate  each  other.” 
The  great  influence  childbirth  has  in  producing  these 
affections  has  long  been  fully  recognised. 

Coulty  estimates  that  about  two  thirds  of  all  the 
cases  met  with  occur  in  connection  with  delivery  or 
abortion. 

Their  relative  frequency  as  puerperal  diseases  is 
not  known ; but,  apart  from  parturition,  abortion,  or 
operations  upon  the  cervix  uteri,  the  peritonitic  inflam- 
mation is  much  the  more  common. 
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Pelvic  Peritonitis  or  Perimetritis 

In  puerperal  cases  the  starting-point  is  generally 
an  inflammation  of  the  uterus  or  cellular  tissue,  due 
to  a traumatic  or  septic  cause,  or  a combination  of 
the  two.  The  peritoneum  may,  however,  be  kindled 
into  activity  by  the  effect  of  cold,  premature  exertion, 
or  by  emotion. 

Pathology,  &c. — The  inflammation  will  vary  with 
the  acuteness  of  the  attack.  In  some  cases  there 
may  be  little  more  than  irritation,  while  more  often 
exudation  of  plastic  material  takes  place,  leading  to 
adhesion  between  the  pelvis  and  viscera.  In  acute 
cases  there  is  also  an  effusion  of  serous,  of  sero- 
purulent,  or,  in  septic  forms  of  peritonitis,  of  purulent 
fluid.  The  result  is  generally  complete  fixation  of  the 
uterus,  and  hardening  and  swelling  in  the  roof  of 
the  vagina. 

This  disease  may  end  in  either  suppuration  or 
resolution.  If  the  former  takes  place  the  abscess 
may  remain  quiescent  for  a considerable  time,  but 
sooner  or  later  perforation  occurs,  the  abscess  opening, 
in  most  cases,  into  the  rectum  or  sigmoid  flexure. 
Perforation  may,  however,  take  place  into  the  vagina, 
bladder,  the  general  peritoneal  cavity,  or  on  the 
external  surface. 

Symptoms. — The  earliest  symptom  is  pain  in  the 
lower  part  of  the  abdomen,  which  is  generally  pre- 
ceded by  a rigor  or  chilliness.  The  amount  of  pain 
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varies  much,  and  the  suffering  may  be  extreme,  and 
characterised  by  paroxysmal  exacerbations.  It  is 
generally  accompanied  by  extreme  tenderness  in  the 


the  temperature  is  considerably  raised.  Other  signs 
of  general  and  local  irritation  exist.  Amongst  them 
are  nausea,  vomiting,  and  an  anxious,  pinched  ex- 
pression  of  countenance,  while  the  local  mischief  often 
causes  distressing  dysuria  and  tenesmus..  The  ab- 


preceded  by  the  symptoms  of  the  disease  which  has 
caused  it.  Primary  perimetritis  makes  its  appearance 
suddenly,  and  is  often  ushered  in  by  shock  or  col- 
lapse. In  chronic  cases  the  symptoms  are  very  in- 
sidious. When  suppuration  is  proceeding  the  sense 
of  intra-pelvic  pain  is  increased.  Eigors,  high  tem- 
perature, loss  of  appetite,  and  other  signs  of  sup- 
puration also  show  themselves. 

Prognosis. — The  prognosis  is  favourable  as  regards 
ultimate  recovery,  but  often  a considerable  time 
passes  before  a cure  can  be  hoped  for.  Eelapses  are 
very  liable  to  take  place  from  slight  causes,  especially 
from  the  effects  of  cold,  menstruation,  &c.  Secon- 
dary mischief  is  also  far  from  unlikely  to  follow  from 
the  physical  changes  produced  by  the  exudation,  such 
as  permanent  adhesions  or  malpositions  of  the  uterus, 
or  organic  alterations  in  the  ovaries  or  Fallopian 


domen  is  frequently  tympanitic.  As  pelvic  perito- 
nitis is  nearly  always  a secondary  affection  it  will  be 
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tubes.  This  may  produce  sterility,  amenorrhoea,  or 
dysmenorrhoea. 

Treatment. — In  the  treatment  of  this  disease  the 
important  indications  to  bear  in  mind  are  the  relief 
of  pain  and  the  necessity  of  absolute  rest.  The  pain 
can  be  subdued  by  opium  or  morphia,  and  in  the 
acute  stage,  when  pain  is  severe,  the  local  abstraction 
of  blood  by  leeches  will  give  relief.  Belief  will  also 
be  obtained  by  the  constant  application  of  warmth 
and  moisture  in  the  form  of  hot  linseed  poultices  or 
fomentations.  When  the  acute  symptoms  have  les- 
sened repeated  counter-irritation  is  of  great  value. 
Mercury  is  recommended  by  some  authorities,  but 
others  doubt  its  value. 

The  diet  should  be  abundant,  but  simple  and 
nutritious.  In  the  early  stages  of  the  disease  milk, 
beef  tea,  eggs,  &c.,  are  indicated,  but  if  suppuration 
occurs  a large  quantity  of  animal  food  is  required, 
with  stimulants  and  tonics.  The  state  of  the  bowels 
requires  careful  attention. 

When  suppuration  takes  place  the  abscess  should 
not  be  interfered  with  too  early,  but  when  it  is  point- 
ing externally  it  should  be  opened  under  the  carbolic 
spray. 

Pelvic  Cellulitis  ( Parametritis , &c.) 

Causation. — Parturition,  abortion,  injuries  or  in-  , 
flammation  of  the  cervix  uteri  or  vagina,  metritis, 
endo-metritis,  and  inflammations  of  the  ovaries,  or 
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Fallopian  tubes,  are  tbe  chief  factors  in  the  causation 
of  this  disease. 

Parturition  and  abortion  are  by  far  the  most  im- 
portant causes,  and  they  may  set  up  pelvic  cellulitis, 
either  from  the  injuries  which  the  cervix  and  cellular 
tissue  are  exposed  to  during  labour,  or  from  septic 
absorption. 

Pathology , &c. — Pelvic  cellulitis,  as  I have  before 
stated,  is  an  inflammation  of  the  cellular  tissue  of  the 
pelvis.  This  cellular  tissue  is  chiefly  situated  on 
either  side  of  the  uterus,  in  front  of  the  lower  third 
of  the  uterus,  where  its  cervix  is  attached  to  the 
bladder,  behind  the  uterus  and  vagina,  where  a 
stratum  connects  these  organs  with  the  peritoneum 
and  rectum,  and  between  the  peritoneal  folds  of  the 
broad  ligament.  The  essential  character  of  the  in- 
flammation is  similar  to  that  which  accompanies 
areolar  inflammation  in  other  parts  of  the  body. 
There  is  first  an  acute  inflammatory  oedema,  followed 
by  the  infiltration  of  the  connective  tissue  with  exu- 
dation, and  the  formation  of  appreciable  swellings. 
These  may  form  in  any  part  of  the  pelvis.  A very 
common  situation  to  meet  with  them  is  between  the 
folds  of  the  broad  ligament,  where  they  form  distinct 
hard  tumours  connected  with  the  uterus.  At  times 
the  inflammation  chiefly  affects  the  cellular  tissue, 
covering  the  muscles  lining  the  iliac  fossa.  The  in- 
flammation may  end  in  either  resolution  or  suppura- 
tion. The  latter  is  more  liable  to  occur  in  this 
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inflammation  than  in  the  peritonitic  form.  It  is 
commonest  in  puerperal  cases  of  cellulitis,  and  has 
been  estimated  bj  some  authorities  as  occurring  in 
more  than  one  half  the  cases.  The  abscess  generally 
opens  in  the  groin  or  iliac  region,  but  at  times  per- 
foration tabes  place  by  the  side  of  the  anus,  or  into 
the  vagina,  bladder,  or  rectum. 

Symptoms. — They  are  much  the  same  as  in  pelvic 
peritonitis.  The  onset  of  the  inflammation  is  acute 
in  the. great  majority  of  cases,  and  a decided  rigor  and 
elevation  of  temperature  (often  reaching  104°)  more 
generally  occur  than  in  the  case  of  the  peritonitic 
inflammation.  The  swellings  of  this  disease  are  not 
so  tender,  but  their  contour  is  more  clearly  defined 
than  those  of  pelvic  peritonitis.  Pain  is  also  less 
acute.  In  some  cases  the  disease  sets  in  very  in- 
sidiously, and  the  only  symptoms  may  be  debility, 
slight  intra-pelvic  pain,  with  feverishness.  Two 
characteristic  symptoms  of  this  disease  are  flexion 
and  adduction  of  the  thigh,  which  are  due  to  the 
exudation. 

Prognosis. — The  tendency  of  this  disease  is  to 
recovery,  and  the  mortality  of  uncomplicated  cases  is 
less  than  in  pelvic  peritonitis.  It  is  always  a tedious 
affection. 

The  sequelae  of  this  inflammation  are  : 

mmtu — , 

I.  Venous  thrombosis.,,  which  may  cause  pulmonary 
embolism  or  phlegmasia  dolens. 
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II.  Fixation  of  the  uterus,  producing  sterility,  &c. 
Treatment . — It  is  the  same  as  in  pelvic  peritonitis 
( vide  p.  130). 

Chloroform  during  Labour 

Dr  Simpson  states  that  three  results  can  he  pro- 
duced by  chloroform  during  labour : 

1.  Suspended  uterine  action  by  a very  deep  dose. 

2.  Keep  it  at  its  usual  standard  by  a moderate  dose. 

3.  Sometimes  increase  its  intensity  by  giving  a still 
smaller  and  stimulant  dose. 

The  effects  of  chloroform  may  be  divided  into  those 
produced  on  the  mother,  on  the  child,  and  on  the 
uterus,  passages,  and  outlet. 

Effects  on  the  Mother 

1.  Assuages  violent  parturient  pains. 

2.  Subdues  nervous  irritation  caused  by  severe 
pain,  and  restores  nervous  energy. 

3.  Obviates  the  use  of  the  forceps  by  removing 
pain  in  certain  cases. 

4.  Facilitates  obstetric  operations  by  quieting  the 
patient,  and  by  relaxing  spasm,  &c. 

5.  Prevents  or  relieves  puerperal  convulsions. 

6.  Lessens  the  risk  of  puerperal  mania. 

7.  Expels  the  placenta  more  easily. 

8.  Diminishes  and  often  prevents  after-pains. 
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Effects  on  the  Child 

1.  Often  hastens  on  labour,  and  thus  the  child’s 
life  is  often  saved. 

Effects  on  Uterus  and  Passages 

1.  Increases  or  removes  uterine  contractions 
according  to  the  quantity  inhaled. 

2.  Relaxes  rigidity,  especially  of  os  and  perinaeum. 

3.  Lubricates  the  passages  by  increasing  the 
mucous  secretions  of  the  vagina. 
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employed  in  Medicine,  and  an  account  of  their  Properties  and  Uses. 
By  Robert  Bentley,  F.L.S.,  and  Henry  Trimen,  M.B.,  F.L.S. 
In  4 Vols.,  large  8vo,  with  306  Coloured  Plates,  bound  in  half 
morocco,  gilt  edges,  £11 11s. 


CHEMISTRY. 

BERNAYS. — Notes  for  Students  in  Chemistry; 

being  a Syllabus  of  Chemistry  compiled  mainly  from  the  Manuals  of 
Fownes-Watts,  Miller,  Wurz,  and  Schorlemmer.  By  Albert  J.  Bernays, 
Ph.D.,  Professor  of  Chemistry  at  St.  Thomas’s  Hospital.  Sixth 
Edition.  Fcap.  8vo,  3s.  6d. 

By  the  same  Author. 

Skeleton  Notes  on  Analytical  Chemistry, 

for  Students  in  Medicine.  Fcap.  8vo,  2s.  6d. 

BLOXAM. — Chemistry,  Inorganic  and  Organic  ; 

with  Experiments.  By  Charles  L.  Bloxam,  Professor  of  Chemistry  in 
King’s  College.  Fifth  Edition.  With  292  Engravings.  8vo,  16s. 

By  the  same  Author. 

Laboratory  Teaching;  or,  Progressive 

Exercises  in  Practical  Chemistry.  Fourth  Edition.  With  83 
Engravings.  Crown  8vo,  5s.  6d. 


11,  NEW  BURLINGTON  STREET. 


J.  8f  A.  Churchill's  Medical  Class  Books. 


CHEMISTRY — continued. 

BOWMAN  AND  BLOXAM.— Practical  Chemistry, 

including  Analysis.  By  John  E.  Bowman,  formerly  Professor  of 
Practical  Chemistry  in  King’s  College,  and  Charles  L.  Bloxam, 
Professor  of  Chemistry  in  King’s  College.  With  98  Engravings. 
Seventh  Edition.  Ecap.  8vo,  6s.  6d. 

BROWN. — Practical  Chemistry:  Analytical 

Tables  and  Exercises  for  Students.  By  J.  Campbell  Brown,  D.Se. 
Bond.,  Professor  of  Chemistry  in  University  College,  Liverpool, 
Second  Edition.  8vo,  2s.  6d. 

CLOWES. — Practical  Chemistry  and  Qualita- 
tive Inorganic  Analysis.  An  Elementary  Treatise,  specially  adapted  for 
use  in  the  Laboratories  of  Schools  and  Colleges,  and  by  Beginners. 
By  Frank  Clowes,  D.Sc.,  Professor  of  Chemistry  in  University  College, 
Nottingham.  Third  Edition.  With  47  Engravings.  Post  8vo,  7s.  6d. 

FOWNES. — Manual  of  Chemistry.— See  WATTS. 
FRA NKLA ND AND  JAPP. — Inorganic  Chemistry. 

By  Edward  Frankland,  Ph.D.,  D.C.L.,  F.K.S.,  and  F.  B.  Japp,  M.A., 
Ph.D.,  F.I.C.  With  2 Lithographic  Plates  and  numerous  Wood 
Engravings.  8vo,  24s. 

LUFF. — An  Introduction  to  the  Study  of  Che- 
mistry. Specially  designed  for  Medical  and  Pharmaceutical  Students. 
By  A.  P.  Luep,  F.I.C. , F.C.S.,  Lecturer  on  Chemistry  in  the  Central 
School  of  Chemistry  and  Pharmacy.  Crown  8vo,  2s.  6d. 

TIDY. — A Handbook  of  Modern  Chemistry, 

Inorganic  and  Organic.  By  C.  Meymott  Tidy,  M.B.,  Professor  of 
Chemistry  and  Medical  Jurisprudence  at  the  London  Hospital,  8vo,  16s. 

VACHER. — A Primer  of  Chemistry,  including 

Analysis.  By  ARTHUR  VACHER.  18mo,  Is. 

VALENTIN. — Chemical  Tables  for  the  Lecture- 

room  and  Laboratory.  By  William  G.  Valentin,  F.C.S.  In  Five 
large  Sheets,  5s.  6d. 
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CHEMIST  RY — continued. 

VALENTIN  AND  H OD GKINS ON — A Course  of 

Qualitative  Chemical  Analysis.  By  W.  G.  Valentin,  F.C.S.  Sixth 
Edition  by  W.  R,.  Hodgkinson,  Ph.D.  (Wurzburg),  Senior  Demon- 
strator of  Practical  Chemistry  in  the  Science  Schools,  South 
Kensington,  and  H.  M.  Chapman,  Assistant  Demonstrator.  With 
Engravings.  8vo,  8s.  6d. 

WATTS. — Physical  and  Inorganic  Chemistry. 

By  Henry  Watts,  B.A.,E.R.S.  (being  Vol.  I.  of  the  Thirteenth  Edition 
of  Fownes’  Manual  of  Chemistry).  With  150  Wood  Engravings,  and 
Coloured  Plate  of  Spectra.  Crown  8vo,  9s. 

By  the  same  Author. 

Chemistry  of  Carbon  - Compounds,  or 

Organic  Chemistry  (being  Vol.  II.  of  the  Twelfth  Edition  of 
Fownes’  Manual  of  Chemistry).  With  Engravings.  Crow  n Svo,  10s. 


CHILDREN,  DISEASES  OF. 

DAY.— A Treatise  on  the  Diseases  of  Children. 

For  Practitioners  and  Students.  By  William  H.  Day,  M.D.,  Physician 
to  the  Samaritan  Hospital  for  Women  and  Children.  Crown  8vo, 
12s.  6d. 

ELLIS. — A Practical  Manual  of  the  Diseases 

of  Children.  By  Edward  Ellis,  M.D.,  late  Senior  Physician  to  the 
Victoria  Hospital  for  Sick  Children.  With  a Formulary.  Fourth 
Edition.  Crown  8vo,  10s. 

SMITH—  On  the  Wasting  Diseases  of  Infants 

and  Children.  By  Eustace  Smith,  M.D.,  F.R.C.P.,  Physician  to 
H.M.  the  King  of  the  Belgians,  and  to  the  East  London  Hospital 
for  Children.  Fourth  Edition.  Post  8vo,  8s.  6d. 

By  the  same  Author. 

A Practical  Treatise  on  Disease  in  Chil- 

dren. 8vo,  22s. 

STEINER. — Compendium  of  Children’s  Dis- 
eases; a Handbook  for  Practitioners  and  Students.  By  Johann 
Steiner,  M.D.  Translated  by  Lawson  Tait,  F.R.C.S.,  Surgeon  to  the 
Birmingham  Hospital  for  Women,  &c.  8vo,  12s.  6d. 
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DENTISTRY. 

GORGAS.  — Dental  Medicine  : a Manual  of 

Dental  Materia  Medica  and  Therapeutics,  for  Practitioners  and 
Students.  By  Ferdinand  J.  S.  Gorgas,  A.M.,  M.D.,  D.D.S.,  Professor 
of  Dentistry  in  the  University  of  Maryland;  Editor  of  “Harris’s 
Principles  and  Practice  of  Dentistry,”  &c.  Boyal  8vo,  14s. 

SEWILL. — The  Student’s  Guide  to  Dental 

Anatomy  and  Surgery.  By  Henry  E.  Sewill,  M.R.C.S.,  L.D.S.,  late 
Dental  Surgeon  to  the  West  London  Hospital.  Second  Edition. 
With  78  Engravings.  Fcap.  8vo,  5s.  6d. 

STOCKEN. — Elements  of  Dental  Materia  Medica 

and  Therapeutics,  with  Pharmacopoeia.  By  James  Stocken,  L.D.S.R.C.S., 
late  Lecturer  on  Dental  Materia  Medica  and  Therapeutics  and  Dental 
Surgeon  to  the  National  Dental  Hospital;  assisted  by  Thomas  Gaddes, 

L. D.S.  Eng.  and  Edin.  Third  Edition.  Fcap.  8vo,  7s.  6d. 

TAFT. — A Practical  Treatise  on  Operative 

Dentistry.  By  JONATHAN  TAFT,  D.D.S.,  Professor  of  Operative  Surgery 
in  the  Ohio  College  of  Dental  Surgery.  Third  Edition.  With  134 
Engravings.  8vo,  18s. 

TOMES  ( C . S.). — Manual  of  Dental  Anatomy, 

Human  and  Comparative.  By  Charles  S.  Tomes,  M.A.,  F.E.S. 
Second  Edition.  With  191  Engravings.  Crown  8vo,  12s.  6d. 

TOMES  (J.  and  C.  S.). — A Manual  of  Dental 

Surgery.  By  JOHN  TOMES,  M.B.C.S.,  F.R.S.,  and  CharlesS.  Tomes, 

M. A.,  M.Pt.C.S.,  F.R.S.  ; Lecturer  on  Anatomy  and  Physiology  at  the 

Dental  Hospital  of  London.  Third  Edition.  With  many  Engravings, 
Crown  8vo.  [In  the  press. 


EAR,  DISEASES  OF. 

BURNETT. — The  Ear:  its  Anatomy,  Physio- 
logy, and  Diseases.  A Practical  Treatise  for  the  Use  of  Medical 
Students  and  Practitioners.  By  Charles  H.  Burnett,  M.D.,  Aural 
Surgeon  to  the  Presbyterian  Hospital,  Philadelphia.  With  87  Engrav- 
ings. 8vo,  18s. 

DALBY. — On  Diseases  and  Injuries  of  the  Ear. 

By  William  B.  Dalby,  F.R.C.S.,  Aural  Surgeon  to,  and  Lecturer  on 
Aural  Surgery  at,  St.  George’s  Hospital.  Second  Edition.  With 
Engravings.  Fcap.  8vo,  6s.  6d. 
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EAR,  DISEASES  OP — continued. 

JONES. — A Practical  Treatise  on  Aural  Sur- 
gery. By  H.  MaOnaughton  Jones,  M.D.,  Professor  of  the  Queen’s 
University  in  Ireland,  late  Surgeon  to  the  Cork  Ophthalmic  and  Aural 
Hospital.  Second  Edition.  With  63  Engravings.  Crown  8vo,  8s.  6d. 

By  the  same  Author. 

Atlas  of  the  Diseases  of  the  Membrana 

Tympani.  In  Coloured  Plates,  containing  59  Figures.  With  Ex- 
planatory Text.  Crown  4to,  21s. 


FORENSIC  MEDICINE. 

OGSTON— Lectures  on  Medical  Jurisprudence. 

By  Francis  Ogston,  M.D.,  late  Professor  of  Medical  Jurisprudence 
and  Medical  Logic  in  the  University  of  Aberdeen.  Edited  by  Francis 
Ogston,  Jun.,  M.D.,  late  Lecturer  on  Practical  Toxicology  in  the 
University  of  Aberdeen.  With  12  Plates.  8vo,  18s. 

TAYLOR. — The  Principles  and  Practice  of 

Medical  Jurisprudence.  By  Alfred  S.  Taylor,  M.D.,  F.R.S. 
Third  Edition,  revised  by  Thomas  Stevenson,  M.D.,  F.R.C.P.,  Lec- 
turer on  Chemistry  and  Medical  Jurisprudence  at  Guy’s  Hospital ; 
Examiner  in  Chemistry  at  the  Royal  College  of  Physicians ; Official 
Analyst  to  the  Home  Office.  With  188  Engravings.  2 Yols.  8vo,  31s.  6d. 

By  the  same  Author. 

A Manual  of  Medical  Jurisprudence. 

Tenth  Edition.  With  55  Engravings.  Crown  8vo,  14s. 

* ALSO, 

On  Poisons,  in  relation  to  Medical  Juris- 
prudence and  Medicine.  Third  Edition.  With  104  Engravings. 
Crown  8vo,  16s. 

TIDY  AND  WOODMAN— A Handy-Book  of 

Forensic  Medicine  and  Toxicology.  By  C.  Meymott  Tidy,  M.B. ; and 
W.  Bathurst  Woodman,  M.D.,  F.R.C.P.  With  8 Lithographic  Plates 
and  116  Wood  Engravings.  8vo,  31s.  6d. 
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HYGIENE. 

PARKES.  — A Manual  of  Practical  Hygiene. 

By  Edmund  A.  PARKES,  M.D.,  F.R.S.  Sixth  Edition  by  F.  DECHAUMONT, 
M.D.,  F.R.S.,  Professor  of  Military  Hygiene  in  the  Army  Medical 
School.  With  9 Plates  and  103  Engravings.  8vo,  18s. 

WILSON. — A Handbook  of  Hygiene  and  Sani- 
tary Science.  By  George  Wilson,  M.A.,  M.D.,  F.R.S.E.,  Medical 
Officer  of  Health  for  Mid  Warwickshire.  Fifth  Edition.  With  En- 
gravings. Crown  8vo,  10s.  6d. 


MATERIA  MEDICA  AND  THERAPEUTICS. 

BINZ  AND  SPARKS.— The  Elements  of  Thera- 
peutics ; a Clinical  Guide  to  the  Action  of  Medicines.  By  C. 
Binz,  M.D.,  Professor  of  Pharmacology  in  the  University  of  Bonn. 
Translated  and  Edited  with  Additions,  in  conformity  with  the  British 
and  American  Pharmacopoeias,  by  Edward  I.  Sparks,  M.A.,  M.B., 
F.R.C.P.  Bond.  Crown  8vo,  8s.  6d. 

OWEN. — A Manual  of  Materia  Medica;  in- 
corporating the  Author’s  “ Tables  of  Materia  Medica.”  By  Isambard 
Owen,  M.D.,  Lecturer  on  Materia  Medica  and  Therapeutics  to  St. 
George’s  Hospital.  Crown  8vo,  6s. 

ROYLE  AND  HARLEY. — A Manual  of  Materia 

Medica  and  Therapeutics.  By  J.  Forbes  Boyle,  M.D.,  F.B.S.,  and 
John  Harley,  M.D.,  F.R.C.P.,  Physician  to,  and  Joint  Lecturer  on 
Clinical  Medicine  at,  St.  Thomas’s  Hospital.  Sixth  Edition.  With  139 
Engravings.  Crown  8vo,  15s. 

THOROWGOOD.  — The  Student’s  Guide  to 

Materia  Medica  and  Therapeutics.  By  John  C.  Thorowgood,  M.D., 
F.B.C.P.,  Lecturer  on  Materia  Medica  at  the  Middlesex  Hospital. 
Second  Edition.  With  Engravings.  Fcap.  8vo,  7s. 

WARING—  A Manual  of  Practical  Therapeu- 
tics. By  Edward  J.  Waring,  C.I.E.,  M.D.,  F.R.C.'i*.  Third  Edition. 
Fcap.  8vo,  12s.  6d. 
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MEDICINE. 

BARCLAY. — A Manual  of  Medical  Diagnosis. 

s By  A.  Whyte  Barclay,  M.D.,  F.R.C.P.,  late  Physician  to,  and 
Lecturer  on  Medicine  at,  St.  George’s  Hospital.  Third  Edition.  Fcap. 
8vo,  10s.  6d. 

CHARTERIS. — The  Student’s  Guide  to  the 

Practice  of  Medicine.  By  Matthew  Charteris,  M.D.,  Professor  of 
V Materia  Medica,  University  of  Glasgow ; Physician  to  the  Royal  In- 
firmary. With  Engravings  on  Copper  and  Wood.  Third  Edition. 
Fcap.  8vo,  7s.  * 

FENWICK. — The  Student’s  Guide  to  Medical 

^ Diagnosis.  By  Samuel  Fenwick,  M.D.,  F.R.C.P.,  Physician  to  the 
/v  London  Hospital.  Fifth  Edition.  With  111  Engravings.  Fcap.  8vo,  7s. 
By  the  same  Author. 

The  Student’s  Outlines  of  Medical  Treat- 

ment. Second  Edition.  Fcap.  8vo,  7s. 

FLINT. — Clinical  Medicine  : a Systematic  Trea- 
tise on  the  Diagnosis  and  Treatment  of  Disease.  By  Austin  Flint, 
M.D.,  Professor  of  the  Principles  and  Practice  of  Medicine,  &c.,  in 
Bellevue  Hospital  Medical  College.  8vo,  20s. 

HALL. — Synopsis  of  the  Diseases  of  the  Larynx, 

Lungs,  and  Heart : comprising  Dr.  Edwards’  Tables  on  the  Examination 
of  the  Chest.  With  Alterations  and  Additions.  By  F.  De  Havilland 
Hall,  M.D.,  F.R.C.P.,  Assistant-Physician  to  the  Westminster  Hos- 
pital. Royal  8vo,  2s.  6d. 

SANSOM. — Manual  of  the  Physical  Diagnosis 

of  Diseases  of  the  Heart,  including  the  use  of  the  Sphygmograph 
and  Cardiograph.  By  A.  E.  Sansom,  M.D.,  F.R.C.P.,  Assistant- 
Physician  to  the  London  Hospital.  Third  Edition.  With  47  Woodcuts. 
Fcap.  8vo,  7s.  6d. 

WARNER. — Student’s  Guide  to  Clinical  Medi- 

X cine  and  Case-Taking.  By  Francis  Warner,  M.D.,  F.R.C.P.,  As- 
sistant-Physician to  the  London  Hospital.  Second  Edition.  Fcap. 
8vo,  5s. 

WEST. — How  to  Examine  the  Chest : being  a 

Practical  Guide  for  the  Use  of  Students.  By  Samuel  West,  M.D., 
^ M.R.C.P.,  Physician  to  the  City  of  London  Hospital  for  Diseases  of 

the  Chest,  &c.  With  42  Engravings.  Fcap.  8vo,  5s. 
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MEDIC  I WE — c ontinued. 

WHITT  A KER. — Student’s  Primer  on  the  Urine. 

By  J.  Travis  Whittaker,  M.D.,  Clinical  Demonstrator  at  the  Boyal 
Infirmary,  Glasgow.  With  Illustrations,  and  16  Plates  etched  on 
Copper.  Post  8vo,  4s.  6d. 


MIDWIFERY. 

BARNES. — Lectures  on  Obstetric  Operations, 

including  the  Treatment  of  Haemorrhage,  and  forming  a Guide  to  the 
Management  of  Difficult  Labour.  By  ROBERT  Barnes,  M.D.,  F.R.C.P., 
Obstetric  Physician  to,  and  Lecturer  on  Diseases  of  Women,  &c.,  at,  St. 
George’s  Hospital.  Third  Edition.  With  124  Engravings.  8vo,  18s. 

CLAY. — The  Complete  Handbook  of  Obstetric 

Surgery;  or,  SJiort  Buies  of  Practice  in  every  Emergency,  from  the 
Simplest  to  the  most  formidable  Operations  connected  witnthe  Science 
of  Obstetricy.  By  Charles  Clay,  M.D.,  late  Senior  Surgeon  to,  and 
Lecturer  on  Midwifery  at,  St.  Mary’s  Hospital,  Manchester.  Third 
v Edition.  With  91  Engravings.  Ecap.  8vo,  6s.  6d. 

RAMSBOTHAM. — The  Principles  and  Practice 

of  Obstetric  Medicine  and  Surgery.  By  FRANCIS  H.  RAMSBOTHAM,  M.D., 
formerly  Obstetric  Physician  to  the  London  Hospital.  Fifth  Edition. 
With  120  Plates,  forming  one  thick  handsome  volume.  8vo,  22s. 

REYNOLDS.  — Notes  on  Midwifery:  specially 

designed  to  assist  the  Student  in  preparing  for  Examination.  By  J.  J. 
Reynolds,  L.R.C.P.,  M.R.C.S.  Fcap.  8vo,  4s. 

ROBERTS.— The  Student’s  Guide  to  the  Practice 

of  Midwifery.  By  D.  Lloyd  ROBERTS,  M.D.,  F.R.C.P.,  Physician  to 
St.  Mary’s  Hospital,  Manchester.  Third  Edition.  With  2 Coloured 
Plates  and  127  Engravings.  Fcap.  8vo,  7s.  6d. 

SCHROEDER. — A Manual  of  Midwifery;  includ- 
ing the  Pathology  of  Pregnancy  and  the  Puerperal  State.  By  Karl 
Schroeder,  M.D.,  Professor  of  Midwifery  in  the  University  of  Erlan- 
gen. Translated  by  Charles  H.  Carter,  M.D.  With  Engravings. 
8vo,  12s.  6d. 

SWAYNE. — Obstetric  Aphorisms  for  the  Use  of 

Students  commencing  Midwifery  Practice.  By  JOSEPH  G.  SWAYNE, 
M.D.,  Lecturer  on  Midwifery  at  the  Bristol  School  of  Medicine. 
Eighth  Edition.  With  Engravings.  Fcap.  8vo,  8s.  6d. 
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MICROSCOPY. 

CARPENTER. — The  Microscope  and  its  Revela- 
tions. By  William  B.  Carpenter,  C.B.,  M.D.,  F.E.S.  Sixth  Edition. 
With  26  Plates,  a Coloured  Frontispiece,  and  more  than  500  Engravings. 
Crown  8vo,  16s. 

MARSH. — Microscopical  Section-Cutting:  a 

Practical  Guide  to  the  Preparation  and  Mounting  of  Sections  for  the 
Microscope,  special  prominence  being  given  to  the  subject  of  Animal 
Sections.  By  Dr.  Sylvester  Marsh.  Second  Edition.  With  17 
Engravings.  Fcap.  8vo,  3s.  6d. 

MARTIN.— A Manual  of  Microscopic  Mounting. 

By  John  H.  Martin,  Member  of  the  Society  of  Public  Analysis,  &c. 
Second  Edition.  With  several  Plates  and  144  Engravings.  8vo,  7s.  6d. 


OPHTHALMOLOGY. 

HIGGENS.—  Hints  on  Ophthalmic  Out-Patient 

Practice.  By  Charles  Higgens,  F.E.C.S.,  Ophthalmic  Surgeon  to, 
and  Lecturer  on  Ophthalmology  at,  Guy’s  Hospital.  Second  Edition. 
Fcap.  8vo,  3s. 

JONES. — A Manual  of  the  Principles  and 

Practice  of  Ophthalmic  Medicine  and  Surgery.  By  T.  Wharton  Jones, 
F.R.C.S.,  F.R.S.,  late  Ophthalmic  Surgeon  and  Professor  of  Ophthalmo- 
logy to  University  College  Hospital.  Third  Edition.  With  9 Coloured 
Plates  and  173  Engravings.  Fcap.  8vo,  12s.  6d. 

NETTLESHIP. — The  Student’s  Guide  to  Diseases 

of  the  Eye.  By  Edward  Nettleship,  F.R.C.S.,  Ophthalmic  Surgeon 
to,  and  Lecturer  on  Ophthalmic  Surgery  at,  St.  Thomas’s  Hospital. 
Third  Edition.  With  157  Engravings,  and  a Set  of  Coloured  Papers 
illustrating  Colour-blindness.  Fcap.  8vo,  7s.  6d. 

TOSSWILL. — Diseases  and  Injuries  of  the  Eye 

and  Eyelids.  By  Louis  H.  TOSSWILL,  B.A.,  M.B.  Cantab.,  M.R.C.S., 
Surgeon  to  the  West  of  England  Eye  Infirmary,  Exeter.  Fcap.  8vo, 
2s.  6d. 

WOLFE. — On  Diseases  and  Injuries  of  the  Eye  : 

a Course  of  Systematic  and  Clinical  Lectures  to  Students  and  Medical 
Practitioners.  By  J.  K,.  Wolfe,  M.D.,  F.R.C.S.E.,  Senior  Surgeon  to 
the  Glasgow  Ophthalmic  Institution,  Lecturer  on  Ophthalmic  Medicine 
and  Surgery  in  Anderson’s  College.  With  10  Coloured  Plates,  and  120 
Wood  Engravings,  8vo,  21s. 
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PATHOLOGY. 

JONES  AND  SIE VEKING. — A Manual  of  Patho- 
logical Anatomy.  By  C.  Handfield  Jones,  M.B.,  F.R.S.,  and  Edward 
H.  Sieveking,  M.D.,  F.R.C.P.  Second  Edition.  Edited,  with  consider- 
able enlargement,  by  J.  F.  Payne,  M.B.,  Assistant-Physician  and 
ecturer  on  General  Pathology  at  St.  Thomas’s  Hospital.  With  195 
Engravings.  Crown  8vo,  16s. 

LAN  CERE  AUX.— Atlas  of  Pathological  Ana- 

tomy. By  Dr.  Lan  cere aux.  Translated  by  W.  S.  Greenfield,  M.D., 
Professor  of  Pathology  in  the  University  of  Edinburgh.  With 
70  Coloured  Plates.  Imperial  8vo,  £5  5s. 

VIRCHOW. — Post-Mortem  Examinations:  a 

Description  and  Explanation  of  the  Method  of  Performing  them, 
with  especial  reference  to  Medico-Legal  Practice.  By  Professor 
Rudolph  Virchow,  Berlin  Charite  Hospital.  Translated  by  Dr.  T.  B. 
Smith.  Second  Edition,  with  4 Plates.  Fcap.  8vo,  3s.  6d. 

WILKS  AND  MOXON. — Lectures  on  Pathologi- 
cal Anatomy.  By  Samuel  Wilks,  M.D.,  F.R.S.,  Physician  to,  and  late 
Lecturer  on  Medicine  at,  Guy’s  Hospital ; and  Walter  Moxon,  M.D., 
F.R.C.P.,  Physician  to,  and  Lecturer  on  the  Practice  of  Medicine  at, 
Guy’s  Hospital.  Second  Edition.  With  7 Steel  Plates.  8vo,  18s. 


PSYCHOLOGY. 

BUCKNILL  AND  TUKE. — A Manual  of  Psycho- 
logical Medicine : containing  the  Lunacy  Laws,  Nosology,  ^Etiology, 
Statistics,  Description,  Diagnosis,  Pathology,  and  Treatment  of  Insanity, 
with  an  Appendix  of  Cases.  By  John  C.  Bucknill,  M.D.,  F.R.S., 
and  D.  Hack  Tuke,  M.D.,  F.R.C.P.  Fourth  Edition  with  12  Plates 
(30  Figures).  8vo,  25s. 

■CLOUSTON.  — Clinical  Lectures  on  Mental 

Diseases.  By  Thomas  S.  Clouston,  M.D.,  and  F.R.C.P.  Edin.;  Lec- 
turer on  Mental  Diseases  in  the  University  of  Edinburgh.  With 
8 Plates  (6  Coloured).  Crown  8vo,  12s.  6d. 

MANN. — A Manual  of  Psychological  Medicine 

and  Allied  Nervous  Disorders.  By  Edward  C.  Mann,  M.D.,  Member 
of  the  New  York  Medico-Legal  Society.  With  Plates.  8vo,  24s. 
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PHYSIOLOGY. 

CARPENTER. — Principles  of  Human  Physio-  y 

logy.  By  William  B.  Carpenter,  C.B.,  M.D.,  F.R.S.  Ninth  Edition. 
Edited  by  Henry  Power,  M.B.,  F.R.C.S.  With  3 Steel  Plates  and 
377  Wood  Engravings.  8vo,  31s.  6d. 

DALTON. — A Treatise  on  Human  Physiology  : 

designed  for  the  use  of  Students  and  Practitioners  of  Medicine.  By 
John  C.  Dalton,  M.D.,  Professor  of  Physiology  and  Hygiene  in  the 
College  of  Physicians  and  Surgeons,  New  York.  Seventh  Edition. 

With  252  Engravings.  Royal  8vo,  20s. 

FREY. — The  Histology  and  Histo-Chemistry  of 

Man.  A Treatise  on  the  Elements  of  Composition  and  Structure  of  the 
Human  Body.  By  Heinrich  Frey,  Professor  of  Medicine  in  Zurich. 
Translated  by  Arthur  E.  Barker,  Assistant-Surgeon  to  the  University 
College  Hospital.  With  608  Engravings.  8vo,  21s. 

SANDERSON. — Handbook  for  the  Physiological 

Laboratory  : containing  an  Exposition  of  the  fundamental  facts  of  the 
Science,  with  explicit  Directions  for  their  demonstration.  By  J. 
Burdon  Sanderson,  M.D.,  F.R.S.;  E.  Klein,  M.D.,  F.R.S.;  Michael 
Foster,  M.D.,  F.R.S.;  and  T.  Lauder  Brunton,  M.D.,  F.R.S.  2 Yols., 
with  123  Plates.  8vo,  24s. 

YEO. — A Manual  of  Physiology  for  the  Use  of 

Junior  Students  of  Medicine.  By  Gerald  F.  Yeo,  M.D.,  F.it.C.S.,  /\ 
Professor  of  Physiology  in  King’s  College,  London.  With  301  Engrav- 
ings. Crown  8vo,  14s. 


SURGERY. 

BELLAMY. — The  Student’s  Guide  to  Surgical 

Anatomy ; a Description  of  the  more  important  Surgical  Regions  of  -Mr 
the  Human  Body,  and  an  Introduction  to  Operative  Surgery.  By 
Edward  Bellamy,  F.R.C.S.,  and  Member  of  the  Board  of  Examiners  ; ’ 

Surgeon  to,  and  Lecturer  on  Anatomy  at,  Charing  Cross  Hospital. 
Second  Edition.  With  76  Engravings.  Fcap.  8vo,  7s. 

BRYANT. — A Manual  for  the  Practice  of 

Surgery.  By  Thomas  Bryant,  F.R.C.S.,  Surgeon  to,  and  Lecturer  on 
Surgery  at,  Guy’s  Hospital.  Fourth  Edition.  With  750  Illustra- 
tions (many  being  coloured),  and  including  6 Chromo-Lithographic 
Plates.  2 Yols.  Crown  8vo,  32s. 
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SXJH  GER  Y — continued. 

CLARK  AND  WAGSTAFFE.  — Outlines  of 

Surgery  and  Surgical  Pathology.  By  F.  Le  Gros  Clark,  F.R.C.S., 
F.R.S.,  Consulting  Sui-geon  to  St.  Thomas’.s  Hospital.  Second  Edition. 
Revised  and  expanded  by  the  Author,  assisted  by  W.  W.  Wagstaffe, 
F.R.C.S.,  Assistant  Surgeon  to  St.  Thomas’s  Hospital.  8vo,  10s.  6d. 

DRUITT. — The  Surgeon’s  Vade-Mecum ; a 

Manual  of  Modern  Surgery.  By  Robert  Druitt,  F.R.C.S.  Eleventh 
Edition.  With  369  Engravings.  Fcap.  8vo,  14s. 

FERGUSSON. — A System  of  Practical  Surgery. 

By  Sir  William  Fergusson,  Bart.,  F.R.C.S.,  F.R.S.,  late  Surgeon  and 
Professor  of  Clinical  Surgery  to  King’s  College  Hospital.  With  463 
Engravings.  Fifth  Edition.  8vo,  21s. 

HEATH ~ A Manual  of  Minor  Surgery  and 

Bandaging,  for  the  use  of  House-Surgeons,  Dressers,  and  Junior  Practi- 
tioners. By  Christopher  Heath,  F.R.C.S.,  Holme  Professor  of 
Clinical  Surgery  in  University  College  and  Surgeon  to  the  Hospital. 
Seventh  Edition.  With  129  Engravings.  Fcap.  8vo,  6s. 

By  the  same  Author. 

A Course  of  Operative  Surgery  : with 

Twenty  Plates  (containing  many  figures)  drawn  from  Nature  by 
M.  Reveille,  and  Coloured.  Second  Edition.  Large  8vo,  30s. 

ALSO, 

The  Student’s  Guide  to  Surgical  Diag- 

nosis. Second  Edition.  Fcap.  8vo,  6s.  6d. 

MAUNDER. — Operative  Surgery.  By  Charles 

F.  Maunder,  F.R.C.S.,  late  Surgeon  to,  and  Lecturer  on  Surgery  at, 
the  London  Hospital.  Second  Edition.  With  164  Engravings.  Post 
8vo,  6s. 

SOUTHAM. — Regional  Surgery  : including  Sur- 
gical Diagnosis.  A Manual  for  the  use  of  Students.  By  Frederick 
A.  SOUTHAM,  M.A.,  M.B.  Oxon,  F.R.C.S.,  Assistant-Surgeon  to  the 
Royal  Infirmary,  and  Assistant-Lecturer  on  Surgery  in  the  Owen’s 
College  School  of  Medicine,  Manchester. 

Part  I.  The  Head  and  Neck.  Crown  8vo,  6s.  6d. 

,,  II.  The  Upper  Extremity  and  Thorax.  Crown  8vo,  7s.  6d. 
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TERMINOLOGY. 

DUNGLISON. — Medical  Lexicon  : a Dictionary 

of  Medical  Science,  containing  a concise  Explanation  of  its  various 
Subjects  and  Terms,  with  Accentuation,  Etymology,  Synonyms,  &c. 
By  Robert  Dunglison,  M.D.  New  Edition,  thoroughly  revised  by 
Richard  J.  Dunglison,  M.D.  Royal  8vo,  28s. 

MAYNE. — A Medical  Vocabulary  : being  an 

Explanation  of  all  Terms  and  Phrases  used  in  the  various  Departments 
of  Medical  Science  and  Practice,  giving  their  Derivation,  Meaning, 
Application,  and  Pronunciation.  By  ROBERT  G.  MAYNE,  M.D.,  LL.D., 
and  John  MAYNE,  M.D.,  L.R.C.S.E.  Fifth  Edition.  Crown  8vo, 
10s.  6d. 


WOMEN,  DISEASES  OF. 

BARNES.— A Clinical  History  of  the  Medical 

and  Surgical  Diseases  of  Women.  By  Robert  Barnes,  M.D.,  F.R.C.P., 
Obstetric  Physician  to,  and  Lecturer  on  Diseases  of  Women,  &c.,  at,  St. 
George’s  Hospital.  Second  Edition.  With  181  Engravings.  8vo,  28s. 

COURTY. — Practical  Treatise  on  Diseases  of' 

the  Uterus,  Ovaries,  and  Fallopian  Tubes.  By  Professor  Courty, 
Montpellier.  Translated  from  the  Third  Edition  by  his  Pupil,  Agnes 
M'Laren,  M.D.,  M.K.Q.C.P.  With  Preface  by  Dr.  Matthews  Duncan. 
With  424  Engravings.  8vo,  24s. 

DUNCAN. — Clinical  Lectures  on  the  Diseases 

of  Women.  By  J.  MATTHEWS  Duncan,  M.D.,  F.R.C.P.,  F.R.S.E., 
Obstetric  Physician  to  St.  Bartholomew’s  Hospital.  Second  Edition, 
with  Appendices.  8vo,  14s. 

EMMET.  — The  Principles  and  Practice  of 

Gynaecology.  By  Thomas  Addis  Emmet,  M.D.,  Surgeon  to  the 
Woman’s  Hospital  of  the  State  of  New  York.  With  130  Engravings. 
Royal  8vo,  24s. 

GALABIN. — The  Student’s  Guide  to  the  Dis- 
eases of  Women.  By  ALFRED  L.  Galabin,  M.D.,  F.R.C.P.,  Obstetric 
Physician  to,  and  Lecturer  on  Obstetric  Medicine  at,  Guy’s  Hospital. 
Third  Edition.  With  78  Engravings.  Fcap.  8vo,  7s.  6d. 
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WOMEN,  DISEASES  OY— continued. 
REYNOLDS. — Notes  on  Diseases  of  Women. 

Specially  designed  to  assist  the  Student  in  preparing  for  Examination. 
By  J.  J.  Reynolds,  L.R.C.P.,  M.R.C.S.  Second  Edition.  Fcap.  8vo 
2s.  6d. 

SAVAGE. — The  Surgery  of  the  Female  Pelvic 

Organs.  By  Henry  Savage,  M.D.,  Bond.,  F.R.C.S.,  one  of  the  Con- 
sulting Medical  Officers  of  the  Samaritan  Hospital  for  Women.  Fifth 
Edition,  with  17  Lithographic  Plates  (15  Coloured),  and  52  Woodcuts. 
Royal  4to,  35s. 

SMITH. — Practical  Gynaecology  : a Handbook 

of  the  Diseases  of  Women.  By  Heywood  Smith,  M.D.,  Physician  to 
the  Hospital  for  Women  and  to  the  British  Lying-in  Hospital.  With 
Engravings.  Second  Edition.  Crown  8vo.  [In  preparation. 

WEST  AND  DUNCAN. — Lectures  on  the  Dis- 

eases  of  Women.  By  Charles  West,  M.D.,  F.R.C.P.  Fourth 
Edition.  Revised  and  in  part  re-written  by  the  Author,  with  numerous 
additions  by  J.  Matthews  Duncan,  M.D.,  F.R.C.P.,  F.R.S.E., 
Obstetric  Physician  to  St.  Bartholomew’s  Hospital.  8vo,  16s. 


ZOOLOGY. 

CHAUVEAU  AND  FLEMING.  — The  Compara- 
tive Anatomy  of  the  Domesticated  Animals.  By  A.  Chauveau, 
Professor  at  the  Lyons  Veterinary  School ; and  George  Fleming, 
Veterinary  Surgeon,  Royal  Engineers.  With  450  Engravings.  8vo, 
31s.  6d. 

HUXLEY. — Manual  of  the  Anatomy  of  Inverte- 

brated  Animals.  By  Thomas  H.  Huxley,  LL.D.,  F.R.S.  With  156 
Engravings.  Post  8vo,  16s. 

By  the  same  Author. 

Manual  of  the  Anatomy  of  Vertebrated 

Animals.  With  110  Engravings..  Post  8vo,  12s. 

WILSON. — The  Student’s  Guide  to  Zoology : 

a Manual  of  the  Principles  of  Zoological  Science.  By  Andrew  Wilson, 
Lecturer  on  Natural  History,  Edinburgh.  With  Engravings.  Fcap. 
8vo,  6s.  6d. 


16 


11,  NEW  BURLINGTON  STREET. 


